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FROM STONE AX TO ATOM BOMB 


J. F. NORMAN, M.D. 
Crookston, Minnesota 


HE PHYSICIAN has a very complete knowl- 

edge of man’s physical make-up from his con- 
tact with the individual through study of anatomy 
and physiology in medical school and thereafter. 
Would it not be well to extend that study to 
include mankind as a whole and its progress to 
date? Man is not doing too well at present. His 
is a sick civilization now. 

Man has had a long existence on this earth, 
probably about 500,000 years. Evolution had 
been going on for millions of years previously, 
and out of the past there developed an animal 
with better possibilities than the beasts around 
him: he was endowed with a good brain. He 
lived on the same level as the animals and in 
competition with them for such food as he could 
gather. Later he hunted such animals and was 
hunted by them. He had no cultural background 
to help him, and every tool had yet to be invented. 
He probably had no organized speech. He was 
not a very promising individual. He lived much 
as do the gorillas today. 


After some hundreds of thousands of years he 
finally discovered the use of a stone hand 


ax; later the spear was evolved. He still re- 
mained a food gatherer. A change came about 
with the advent of the great glaciers with the 
complete disappearance of these very primitive 
men, the so-called Neanderthals who were per- 
haps not ancestral to us. They were replaced by 
a modern type of man. This was about 20,000 
to 30,000 years ago. Man lived by the chase. 
He probably lived in small groups around caves 


eee 


President's Address presented at the annual banquet 
of the Minnesota State Medical Association, Rochester, 
Minnesota, May 1, 1951, 
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or in sheltered spots. Oddly enough, these prim- 
itive men proved to be good artists and produced 
excellent cave paintings. Today man has accom- 
plished a most spectacular advance in his prog- 
ress through the long climb from savagery to 
civilization. He started out in competition with 
the wild animals around him. He was not so 
well fitted for life in a new world as they, but 
he had a brain which enabled him to cope with his 
surroundings. While the animals remain today as 
they were thousands of years ago, man adapted 
himself to various conditions. 


After the old stone age came a surge of very 
great advancement in which man became a food 
producer instead of a food gatherer, starting 
about 5,000 B. C., or earlier. Man gathered 
various seeds such as wheat and oats and stored 
them for food. He noticed that some of the seeds, 
dropped on the ground, took root and grew. He 
also found that the wild cattle, pigs, and sheep 
could be tamed. He learned to use polished stone 
axes and used various stone tools. Many lived in 
wooden houses on their hand-cultivated farms. 
Some spun wool and flax, and were comfortable 
and presumably fairly well satisfied with life. 


Hooton states that “there are no anatomical or 
cultural evidences that indicate that progressive 
evolution of the human brain and of the human 
intelligence has continued since men of the late 
stone age, about 5,000 years B. C., succeeded in 
domesticating animals and cultivating plants.” 


Even in the stone age, man’s relations with his 
neighbors were not always peaceful. Earthen 
walls and stockades were built to repel the enemy. 
A skull taken out of a tomb of this age in Sweden 
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contains a flint arrowhead still sticking in one 
eye socket, while in France human bones have 
been found with flint arrowpoints driven deep 
into them. Weapons were not so efficient as the 
atom bomb and their scope was limited, but a 
man was just as dead after a stone age arrow 
point entered his brain as he would be if he 
were near the center of an atom blast. Progress 
continued with perhaps a tribal type of govern- 
ment on a village economy. 

About 3,000 years ago the Semites rapidly de- 
veloped a new culture. They developed local 
governments and had well built cities at this time. 
Judea had a culture high in ideals while as a 
world power it was of little importance either in 
trade or war. Monotheism was the distinguishing 
feature of the religion of Judea. Out of Judaism 
arose Christianity with its emphasis on man’s 
rights as an individual; his responsibility to his 
fellow man; the dignity of man; and his moral 
sense of right and wrong. These early Semites, 
and also the Egyptians, developed a written lan- 
guage and kept records. The West took more 
than 1,000 years to produce Greece and later 
‘Rome. Our ancestors in Northwestern Europe 
were still in a stone-age culture and were only 
semicivilized. 

Civilization may be defined as a state of social 
culture characterized by relative progress in the 
arts, sciences, and statecraft. Mankind by its 
unaided efforts brought about an improvement in 
culture to the extent that it could be classified as 
civilized. All mankind has a twofold heritage: 
its physical structure and its civilization. The 
former is inherited and follows a pattern which 
has not changed for thousands of years. Civili- 
zation, on the other hand, which includes religious 
beliefs, language, the arts, and manifestations of 
the human mind, must be assimilated anew by 
each generation to the degree that circumstances 
will permit, through imitation or instruction. 
When man first chipped a piece of flint to make 
a tool or weapon he was on his way upward. It 
meant a beginning of co-ordination of mind and 
hand. This invention would lead to others. Prim- 
itive man’s next great advance was the use of 
clothes and the taming of fire. These cultural 
advances enabled him to migrate to new areas and 
not be hampered by the fear of the cold. 

Civilization did not progress without crises in 
the lives of primitive man. Perhaps such a crisis 
was the advent of the ice ages in Europe. Man 
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had enjoyed a warm climate between the third and 
fourth glaciations. This may be presumed to 
have lasted many thousands of years. No one 
of any generation would sense the change com- 
ing on, but eventually ice covered all Northern 
Europe. The earlier population was replaced by 
a modern type of man, possibly through conquest. 
There were other catastrophes, changes in climate, 
attacks by strange tribes from over the hill, and 
depletion of game. Man has existed through the 
centuries surviving one crisis after another. He 
has not done too well to eliminate causes for such 
crises and seems unable to progress continuously, 
but must climb upward, enter periods of retrogres- 
sion, recover, and begin the long effort again. 
Each such lapse means the loss of much of his 
gain over long previous periods, 


An editorial in the New England Journal of 
Medicine (1951) thus describes his slow progress. 


“In this, one of the darkest periods in the slow agony 
of man’s efforts to fit himself to his environment, one 
may well wonder if his apparent progress is only that 
of Sisyphus, laboring eternally with his stone toward 
the unattainable summit of the hill. Man still must 
learn that true progress is not made through scientific 
achievement alone, or the acquisition of knowledge, but 
through the wise application of their resources... . 
Salvation, for the present race of mankind, if it is to 
come, will come not through the development of superior 
qualities, but through the proper use of the talents that 
man now possesses.” 


George E. Sokolsky well describes our present 
difficulty and one phase of its effect on us. Mili- 
tarism in the United States is now afoot and 
brings many changes. For the first time in our 
history, we publicly acknowledge an objective 
enemy in time of peace ; and we set our prolonged 
preparation to meet him where and whenever he 
may attack us or those whom we recognize as 
allies. All during our history we have endeav- 
ored, up to now, to avoid militarism and all its 
manifestations, namely: (1) an economy based on 
permanent preparation for war; (2) universal 
military service altering the education and family 
status of our youth; (3) subordination of domes- 
tic progress to international necessities. 

There will follow new alliances with both for- 
mer friends and foes. The alternations in Amer- 
ican life are vast and their consequences are not 
predictable. Certainly, the two general wars since 
1900 have not been good. We must not develop 
a landless proletariat dependent upon a pay check 
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and a government guaranteed security. Contin- 
uing this trend will result in leveling off the mid- 
dle class, many of whom will sink into a protec- 
tive system of taxation and high prices. In the 
past, we thought civilization could go on to greater 
heights and that man would improve himself and 
his way of life. We felt thus in spite of the fact 
that philosophers and historians accepted the fact 
that civilizations die. The old civilizations proved 
mortal. Must our nation go through the same 
process of birth, growth, maturity and death? 
Popular opinion only recently has begun to see 
this possibility. Many of the old civilizations 
lasted hundreds of years only to fall to a more 
vigorous but often inferior type of culture. 

United States bombs could destroy the Soviet 
Union, states Dr. Vannevar Bush, one of the 
co-developers of the atomic bomb. He says this 
country without question could destroy Russia if 
she started a war in Europe. We could destroy 
not only the key centers from which her armies 
would be supplied, but also political centers and 
the communications of her armies on the march. 
Let us remember that Russia now has the atom 
bomb and the means to deliver it. Most observers 
feel that the United States could not stop all at- 
tacking planes but that some would get through. 

Civilization today faces two alternatives. We 
are at a crossroad. A wrong turn will mean 
atomic bombs and more Hiroshimas with human 
life the cheapest thing on earth and the most 
expendable. A right turn would lead to new 
heights of human endeavor—with new purpose 
and meaning. War today with a powerful nation, 
possessing the atom bomb and means to deliver 
it at a distance, would endanger civilization as we 
know it. The larger cities, the centers of civiliza- 
tion in both countries at war, could be destroyed 
and with them many scientists of both countries, 
or of the world if the war again became world- 
wide. 

Bertrand Russell in the Atlantic (March, 
1951), lists three possibilities for civilized man 
before the end of this century : 


1. The end of human life and perhaps all life 
on this planet. 


2. A reversion to barbarism after a catastroph- 


ic diminution of the population of the globe. 

3. Unification of the world under a single 
government, possessing a monopoly of all the 
major weapons of war. 
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If the next war is indecisive, a period of fever- 
ish technical development may be expected to fol- 


low its conclusion. With more powerful atomic 
bombs let loose, it is thought by many men of 
science that civilization as we know it might be 
destroyed and living be reduced to a village econ- 
omy, even to barbarism. A sane answer would 
be the establishment of a world alliance of the 
great nations of the world which would agree on 
means to combat aggression. Of a certainty, 
such a plan would have to be backed by force. If 
nothing is done, let us not feel that wars will 
not occur again and again as long as man will 
settle disputes by this means. There are too 
many people today with a near schizoid type of 
mind who cannot be realists when the present 
crisis is discussed. The loss of population, prop- 
erty, even means of producing enough food which 
will follow if the new technical forces of war are 
let loose will be incalculable. If we add germ 
warfare to the picture above, it might be possible 
to experience a return to actual barbarism. This 
might mean a period of centuries before man 
could rebuild a civilized life up to one such as 
ours today. 


If we are to experience a recurrence of war 
every generation, the world may eventually prefer 
a police state rather than the constant curse of 
war. Toynbee feels that three things are nec- 
essary if civilization is to be saved: (1) in poli- 
tics, the establishment of a constitutional co-oper- 
ative system of world government; (2) in eco- 
nomics, the finding of working compromises be- 
tween free enterprise and socialism; (3) in reli- 
gion, an effort should be made to: put secular 
superstructures back on religious foundations. 


Let us not think too lightly of the danger of 
dropping back to a lower type of civilization. 
Many writers have voiced their fears of a new 
series of Dark Ages if wars continue to take all 
the creative effort of our present civilization all 
over the world. Others say we are already in 
such dark ages. Let us remember that even after 
the fall of Rome, no one man then living had the 
faintest idea that the world was in a period of 
retrogression. Out of Asia came Attila and his 
Huns ready to conquer Western Europe, and he 
went on until he reached Chalons in France before 
he was defeated. In the thirteenth century there 
came out of Asia Genghis Kahn with his Mongols 
who conquered the entire territory from Eastern 
Europe to the Pacific and threatened the civili- 
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zation of Europe. Genghis Khan was not de- 
feated. The next crisis was that of the invasion 
of Europe by the Turks and their conquest of the 
Near East to the gates of Vienna. In each of 
these invasions Western Civilization could have 
been entirely lost. Thus man and his civilization 
has progressed, and through the centuries he has 
survived one crisis after another. 

If one or more nations begin a total war they 
can destroy their adversaries but they themselves 
may be destroyed in the process. Of the twenty 
or more civilizations which have existed in the 
last five or six thousand years, most have died as 
a result of war or class struggle or combinations 
of both. Fortunately, such downfalls have been 
local, and new civilizations have arisen to sup- 
plant the old. When one society collapsed in one 
area, the world was not dragged down with it. 


The question arises as to whether history will 
again repeat itself. The conclusion seems to be 
that human history does run in cycles. Toynbee 
feels that this repetition is due to variations in 
creative faculty. He states that up to now 
history has repeated itself about twenty times in 
producing human societies similar to our own 
Western society, which however, are now either 
dead or moribund. We then ask ourselves wheth- 
er. this pattern of decline and fall are in store 
for Western civilization. Ours is the responsi- 
bility to give history a new turn. 

Our present civilization has its origin in the 
Eastern Mediterranean countries: Egypt, Pales- 
tine, and Greece. Palestine was the birthplace of 
our religion. Our Northern ancestors adopted 
this civilization rather late. Perhaps man should 
be considered not as outmoded, but immature. 

We are still close to our primitive ancestors, 
and in time of stress there is the danger that we 
may again revert to savagery, as witness what hap- 
pened in World War II when the cloak of civi- 
lization was thrown aside. There is something 
frightening when the mere veneer of civilization 
is removed and man stands forth like a thing of 
evil as he proved to be in Buchenwald and else- 
where. The prehuman beast could not equal it. 
War itself is a resort to brute force for the settle- 
ment of differences. 

The question arises as to what we, as members 
of the medical profession, can do at the State level 
to further the present national effort. In the 
first place, we should aid in every way possible 
in the civil defense program and in the present 
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war effort. Today it is not enough just to be a 
good doctor. A doctor must also be an alert citizen 
ready to take part in any constructive work for 
better government. Ours is a well-educated pro- 
fession and we should therefore assume more of 
the responsibilities of citzenship as well as accept- 
ing its advantages. There are members who 
should consider accepting public office if offered 
them and otherwise carry part of the burden of 
present-day civilization. Dr, A. J. Chesley, Exec- 
utive Officer of the Minnesota Department of 
Health, urges the development of local health 
services as one of the best means of meeting the 
present emergency. Such services, he says, are 
needed to care for civilians in case of enemy at- 
tack. This should include care of wounded and 
sick civilians, protection of civilians against in- 
juries by various types of attack, maintenance of 
sanitation, provision of medical supplies, organiza- 
tion of emergency hospitals and mobilization of 
professional health personnel and trained helpers. 

Civil Defense in Minnesota is a state-wide 
problem as part of the nation-wide effort. The 
citizen who lives in a world of unreality is pos- 
sibly due for a rude awakening if an actual out- 
break of war occurs. This shock treatment may 
be in the form of an atom bomb explosion or 
other new and terrible weapon of warfare. While 
there is no sure way of escaping the effects of 
an atom bomb explosion, much can be done to 
reduce the danger of wholesale slaughter. Dr. 
John T. Smiley, Minnesota Department of 
Health, cautions members of the profession and 
other citizens that the civilian population will also 
suffer if bombing of factories, railroads, or other 
activities ensues, the injuries to the population 
being incidental to such attacks. Minnesota citi- 
zens may feel assured that the medical profession 
will contribute all in its power to make civilian 
defense preparations. 

The American Red Cross may feel certain of 
the backing of the physicians of the state in its 
National Blood Program, Emergency Relief and 
services to the three and a half million now serv- 
ing in the armed forces. The Red Cross, though 
not limited to our country, is one of the several 
organizations devoted to the benefit of our fellow 
citizens and voluntarily supported in a way char- 
acteristically American. 

Some Americans have been too ready to criti 
cize America and our way of life. A visit of 


(Continued on Page 667) 
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ACUTE ABDOMINAL CONDITIONS 
Pathological Aspects 


PAUL W. SCHAFER, M.D. 


Professor of Surgery, University of Kansas School of Medicine 
Kansas City, Kansas 


HEN Dr. Stillwell extended to me the in- 
vitation of the Minnesota Society of Clin- 

ical Pathologists to give the 1951 Arthur Hawley 
Sanford Lecture, my uncommon pleasure was 
much that of a student afforded an opportunity 
to honor his preceptor, for, like most of you, 
many have been my lessons learned from Dr. 
Sanford’s writings. It is my hope that this 
modest presentation will justify, in part at least. 
what certainly must have been a marginal cal- 
culation by your committee in asking one so 
young and relatively inexperienced to deal with 
such a topic as pathology aspects of acute ab- 
dominal conditions. In few areas are our diag- 
nostic tests less precise, and I doubt if in any 
area are they less a substitute for that insight 
which comes only with long years of experience. 

Here, to a degree encountered almost nowhere 
in the practice of medicine, the carefully elicited 
history becomes a prerequisite for consistency 
in accurate diagnosis. And diagnosis, not treat- 
ment or prognosis, is usually our problem. 
Needless to say, this history must be imaginatively 
and intelligently interpreted in relation to de- 
monstrable physical and laboratory signs. But 
all goes for naught unless the physician constantly 
makes that sharp clinicopathologic correlation 
which represents the keystone of medicine, be it 
the medicine of daily practice or that of the 
investigator in his laboratory. Just as our clinico- 
pathologic conferences are the best attended hours 
in the medical school curriculum, so does the 
complete physician become increasingly conscious 
of his need for more and more information con- 
cerning the nature of the diseases he must en- 
counter. 

By way of illustration | should like to relate 
a recent experience we had with a fifty-year-old 
man, who, three days before admission to the 
Medical Center, without warning, had experi- 
enced massive gastrointestinal tract hemorrhage, 

Arthur H. Sanford Lectureship in Pathology. 
_Presented in Symposium on Acute Abdominal Condi- 
tions at the annual meeting of the Minnesota State Med- 
ical Association, Rochester, Minnesota, May 1, 1951. 
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the blood being passed as tarry stools. Treatment 
was instituted with a presumptive diagnosis of 
bleeding from a gastric or duodenal ulcer. Bari- 
um studies made two days later, admittedly under 
less than ideal circumstances, were interpreted as 
showing a large crater high on the posterior aspect 
of the lesser curvature of the stomach. He was 
referred to the hospital for radical esophago- 
gastrectomy, since it was felt that he most prob- 
ably had an ulcerating carcinoma of his stomach. 
The service resident, intern, and extern each 
obtained a separate history of the patient’s illness, 
and each accepted the stated diagnosis. However 
on repeat barium studies the stomach and duo- 
denum were found to be normal. Colon studies, 
however, revealed a classic picture of sigmoid 
diverticulitis. The patient’s comments were of 
interest, since he volunteered without coaching 
that he could not believe that he had bled from 
his stomach, since he had observed that he had 
been slightly constipated at the time of his hem- 
orrhage and after passing his voluminous tarry 
stools he had then passed several well formed 
stools that were free of blood, and he could not 
understand how blood could have got past his 
fecal material without changing its appearance. 
This was learned after four histories had been 
elicited from him. It has been of interest to us, 
particularly since most writings on the subject 
present a contrary view, that major hemorrhage 
not uncommonly complicates sigmoid diverticuli- 
tis. Indeed, we have carried out several elective 
resections because of recurrent hemorrhage in pa- 
tients seemingly on adequate conservative man- 
agement. 

The time allotted for this presentation would 
permit only the most brief -sort of comment if 
one were to undertake merely an enumeration 
of all of the disease states which may present as 
acute abdominal problems. [urthermore, I am 
sure you know as well as I the oft-repeated axioms 
which concern the common offenders. Therefore 
I should like to limit my remarks to those few 
situations in which we have had unusual experi- 
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ence or interest, in the hope that you may find 
similar interest and perhaps value in them. 


First, concerning some affections of the biliary 
system. An oft-forgotten consideration in acute 
cholecystitis is the substantial evidence which 
strongly suggests that chemical factors are of 
major significance in determining the course, if 
not the onset, of this condition. Not infrequently 
cultures carefully prepared from exudates, gall- 
bladder wall, and gall-bladder bile are found to 
be sterile. No wonder antibiotics occasionally 
seem ineffectual. Too, this inflammation is char- 
acterized by the outpouring into the tissues of-an 
inordinate amount of sero-fibrinous exudate with 
an excessive number of eosinophils. Further, 
complete resolution is almost unheard of, the 
process usually resulting in the deposition of 
much fibrous tissue. This fibrinous and later 
fibrous localization at once sets acute and recur- 
rent cholecystitis apart from most intra-abdominal 
inflammations. Certainly it must be one factor to 
be given serious consideration by those who would 
advocate immediate resection for acute cholecys- 
titis. 1, for one, am not unhappy with the results 
we obtain by conservative management, followed 
later by elective resection. 

Another problem in this area poses a rare test 
of one’s judgment. It is the matter of correctly 
evaluating that desperately ill patient who pre- 
sents with acute upper abdominal signs, wildly 
swinging fever, and rapidly increasing jaundice. 
Little imagination is required for one to suspect 
the presence of hepatitis and cholangitis. The 
poser is whether these liver changes should be 
referred to stone obstruction of the common duct. 
Here a wrong decision more often than not costs 
the patient his life. Exploration of a patient 
without stones carries a prohibitive morbidity and 
mortality rate, while unrelieved stone obstruc- 
tion, under these conditions, offers an equally 
grim prognosis. Here again the history is of 
inestimable value. Last fall, a forty-two-year-old 
woman was studied in our out-patient department. 
She told of recurrent attacks of severe right 
upper quadrant pain, and was demonstrated to 
have non-visualization of her gall bladder after 
intravenous dye. A diagnosis of recurrent chole- 
cystitis and cholelithiasis was made, and the pa- 
tient was advised to have cholecystectomy. A 
period of procrastination followed, and she was 
next seen in our emergency unit, complaining of 
severe upper abdominal pain. She presented ten- 
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derness and rigidity, fever, and intense jaundice. 
She was thought almost surely to have developed 
stone obstruction of her common duct. Indeed, 
at this time she pleaded for surgical intervention, 
and was almost accommodated. Fortunately, a 
significant history was pieced together from 
slightly guilty admissions by both the patient and 
her sister that they had regularly been taking 
vitamin shots from a certain non-medical practi- 
tioner addicted to many ill-advised practices, in- 
cluding the use of unsterilized needles and 
syringes. Further, he had been suspected in 
other cases of infectious hepatitis. Our problem 
by then had become indeed complicated. We 
elected to delay intervention until a profile of 
liver function could be established, and, fortunate 
for the patient, this suggested no sign of obstruc- 
tion. Her course during forty days of hospitali- 
zation was such that I feel sure she could not 
have tolerated surgical exploration. 

Liver function tests are beyond the scope of 
this presentation. However, I should like to 
emphasize two points in connection with this spe- 
cific problem. Much is yet to be learned con- 
cerning the phosphatases. However, there is 
creditable evidence to suggest that serum alkaline 
phosphatase is largely excreted in the bile, and 
that this process goes on largely uninfluenced by 
the integrity of the liver parenchyma. Thus, a 
marked elevation of serum alkaline phosphatase 
should strongly suggest duct obstruction, and in 
our experience this has been a reliable observa- 
tion. Similarly, under proper conditions, pro- 
thrombin determinations may be of great value. 
We have yet to observe absence of obstruction in 
a hypoprothrombinemic patient who has presented 
normal prothrombin levels twenty-four hours 
after the parenteral administration of vitamin K. 
One further observation concerning common duct 
stones: We are all of course aware that only 
rarely will an obstructing stone contain sufficient 
calcium to be recognizable on a plain x-ray film 
of the abdomen. The reason for this odd situa- 
tion is that calcium is precipitated from the bile 
only within the lumen of an obstructed and in- 
flamed gall bladder. The ampulla and cystic duct 
of such a bladder are likely to be narrowed suf- 
ficiently in caliber to prevent exit of all but very 
small stones into the common duct, and they are 
prone to pass on into the bowel without causing 
obstruction. This observation can be a source 
of embarrassment, since the presence of a ra 
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diopaque stone in the common duct of a patient 
who previously has had a cholecystectomy clearly 
indicates that the stone was overlooked at the 
time of operation. 

Much still needs to be learned concerning the 
etiology and basic nature of pancreatitis. What 
significance should be attached to bile regurgita- 
tion, ischemia, hemorrhage, and even more ob- 
scure factors? Though these larger questions re- 
main unanswered, certain tentative conclusions 
seem possible. There is now general acceptance 
that pancreatic enzymes are early extravasated 
into the tissues, and are absorbed by the blood. 
Further, marked elevation of serum amylase and 
lipase, fleeting though it may be, when present, 
should not often be discounted in its diagnostic 
significance. Highly suggestive evidence is now ap- 
pearing to indicate that the course of pancreatitis 
can be favorably modified if acinar cell activity 
can be suppressed, and this fortunately seems to 
be in part a vagal function. These observations 
are important in several respects. First, it is 
clearly apparent that a patient, desperately ill of 
acute pancreatitis, is the poorest sort of risk for 
any operative procedure. Thus exploration for 
differential diagnosis should be avoided if at all 
possible. Secondly, and in part for the same rea- 
son, definitive surgical treatment has not yielded 
spectacularly good results. Thus a form of non- 
operative management is much to be desired. 
Perhaps here is an excellent application for the 
newer vagus-inhibiting drugs. Their use, as well 
as that of vagotomy, has clearly been of value 
in relieving the distressing symptoms associated 
with chronic sclerosing pancreatitis. Clinically, 
one of the most vicious manifestations of acute 
hemorrhagic pancreatitis is the patient’s persist- 
ent anorexia, nausea and vomiting, which requires 
the most heroic plan for parenteral hydration, 
alimentation, and medication, if the patient is 
to survive. The basis for this has never been 
clearly established. We suspect that the trapped 
blood may actually cause a mechanical obstruc- 
tion of the bowel at its fixation near the ligament 
of Treitz; as is demonstrated in this autopsy 
specimen of a woman who presented this prob- 
lem in its most severe form. Similar mechanical 
factors may further complicate the situation by 
obstructing the superior mesenteric vein in its 
course through this same area. So far, without 
consistent success, we have attempted positive cor- 
relation of chronic changes in this area with 
Jury, 1951 


regional enteritis. On the basis of our experience 
one certainly should not be surprised to find 
sclerosing pancreatitis on exploration of a patient 
with regional enteritis. 

Though the pathologic physiology leading to 
perforation of gastric and duodenal ulcers merits 
continuing study, the morbid pathology and clini- 
cal management of this condition seem well de- 
fined. Two uncommon aspects of this problem 
may be of sufficient interest to warrant discussion. 
Because of the configuration of parts and the 
tendency of these lesions to present externally a 
dense zone of fibrosis with marked tendency for 
adherence, posterior wall ulcers, as they perforate, 
pose a unique problem. The resulting inflamma- 
tion, be it phlegmonous or frank abscess, not only 
remains localized but may also become complicated 
by the development of troublesome secondary 
pancreatitis and hepatitis, thus serving to confuse 
the clinical picture. Also, anterior duodenal per- 
forations do not always present the acute fulmi- 
nating clinical picture for which we all have such 
great respect. We have observed two patients 
with large defects in the anterior duodenal wall 
with free flooding of the peritoneal cavity by bile, 
pancreatic juice, and other intestinal contents. 
For many months each patient was ambulatory, 
free of fever, and in no respect acutely ill. What 
factors make for such tolerance, I do not know. 

I have no new thoughts to add to the subject 
of massive hemorrhage from gastric and duodenal 
ulcers. Here again, the mechanical basis for the 
complication can certainly be defined. In the 
sclerotic bed of a chronic benign ulcer most larger 
vessels are firmly thrombosed long before they 
are reached by the advancing zone of necrosis in 
the ulcer floor. Unfortunately if such is not 
the case, then massive hemorrhage will occur as 
the wall of the patent vessel is breached. Fur- 
thermore, the entrapped vessel is limited in its 
reactive constriction by inelasticity of the adher- 
ent fibrous tissue, and spontaneous thrombosis is 
usually delayed until the blood volume and blood 
pressure have been markedly reduced by the 
hemorrhage. The situation is in some respects 
similar to bleeding such as is observed in wounds 
of cancellous bone. 

Critical study of the many available statistical 
reports which deal with the problem of acute 
intestinal obstruction will convince even the hard- 
shelled skeptic of two things. First, never omit 
a careful examination for strangulated external 
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hernia; and, secondly, do not minimize the im- 
plication of a scar from prior abdominal surgery. 
Adhesion obstruction of the bowel can present 
in strange ways. I can recall vividly the case of 
an elderly lady, the wife of a doctor, and dearly 
beloved by all who attended her. She presented 
a classical history of an obstructing carcinoma of 
the sigmoid colon. The barium profile of her de- 
fect was certainly compatible with this diagnosis. 
Unfortunately, the lesion was inaccessible at sig- 
moidoscopy. The heartache attending the almost 
certain diagnosis of bowel cancer was quickly 
replaced by joyous relief when, at operation, a 
complex band obstruction was found and relieved. 
She carried the scar of an appendectomy done 
thirty years before. 

For clear understanding of the clinical aspects 
of bowel obstruction, regardless of its cause, one 
must constantly recall the effects of location. 
The slowly developing distention and many days’ 
delay in onset of fecal vomiting of low intestinal 
obstruction is in sharp contrast to the sudden 
onset of oft-repeated vomiting of gastric juice 
and bile, seen in high small intestinal obstruction. 
Recall too that the very first loop of jejunum, 
being mobile, may be trapped by a pelvic ad- 
hesion, and the patient may die of dehydration 
and acid-base imbalance without ever presenting 
bowel distention. Lastly, the fullblown picture 
of shock in intestinal obstruction is easily rec- 
ognized as the patient is allowed to go into a 
state of local loss of plasma and blood into the 
bowel lumen and into the peritoneal cavity. Ob- 
viously, intervention should not be this long 
delayed. Worth remembering is that shock, in 
this condition as in others, is correctly referable 
to a loss in effective circulating blood volume, 
and that one of man’s earliest compensations for 
this defect is reflex increase in heart rate. Re- 
gardless of other signs, though preferably they 
should be compatible, a progressively rising pulse 
rate in the obstructed patient should be considered 
an indication that intervention dare not longer be 
delayed. Here is a segment of bowel resected 
from a man whose cardiovascular function was 
recognizably abnormal only in that his pulse rate 
during a two-hour period of observation pro- 
gressively rose from 80 to 110. 

I do not intend to discuss acute appendicitis 
before a group such as this though obviously it 
must be given paramount consideration in any 
clinical concern with the problem at hand. All 
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of us would. profit by constant self-discipline on 
one aspect of our daily dealings with acute appen- 
dicitis. First, we must recall that it in itself 
may be merely a symptom of an underlying car- 
cinoma of the cecum, and that its classical clinical 
picture may be mimicked by other diseases. By 
way of illlustration, here is the resected cecal car- 
cinoma which four months previously was over- 
looked as this medical student’s father underwent 
drainage of an appendiceal abscess. And here 
is the surgical specimen obtained from a twenty- 
three-year-old man who presented the typical 
clinical picture of acute appendicitis. You see 
what appears to be an otherwise normal appendix 
perforated at its tip. What actually happened 
was that the patient had gangrenous perforation 
of a solitary cecal diverticulum, precipitated in all 
probability by this fecalith. Here it may be seen 
that the appendiceal involvement was entirely sec- 
ondary. Far beyond the scope of this presenta- 
tion are the many conditions which may simulate 
acute appendicitis, or no less important, the many 
diseases with which acute inflammation of the 
ubiquitous appendix may be confused. Suffice it 
to say that its commonplace occurrence, the excel- 
lent results which follow its removal, and the 
serious complications which ever await tempori- 
zation, certainly justify our present aggressive 
attitude. If this be coupled with clear thinking 
and precise evaluation of the unfolding operative 
field, I do not much fear the unlikelihood of an 
eventual good result. But woe to him who re- 
gards with condescension this oft-times complex 
though apparently simple problem. 

Much grief also will befall the physician who 
disregards the retroperitoneal and extra-abdomi- 
nal conditions which, by reference of signs and 
symptoms to the abdomen, in many if not every 
regard, simulate the acute abdominal diseases. 
Particularly vicious are pneumonia in the young 
child, coronary occlusion in the man of advanced 
years, and urinary tract disease at any age. 


Disease of the great vessels of the abdomen 
may result in unmanageable complications. With 
progressive suppurative thrombophlebitis of the 
mesenteric veins, be it due to appendicitis, diverti- 
culitis, or other causes, one may encounter such 
widespread suppuration and necrosis as to almost 
defy autopsy reconstruction of the course of 
events, the patient presenting suppurative 
thrombophlebitis of the portal and mesenteric 
veins, multiple liver abscesses, retroperitoneal and 
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intraperitoneal abscesses, and extensive bowel 
congestion and necrosis. Occasionally with more 
limited involvement, adequate antibiotic therapy 
combined with bowel resection and drainage of 
abscesses may make possible salvage of the pa- 
tient. Almost equally morbid are the major arteri- 
al occlusions. Fortunately the inferior mesenteric 
artery usually has sufficient collateral communica- 
tion so that its sudden obstruction is well tolerated. 
This is not so with the superior mesenteric 


‘artery. Whether it becomes obstructed due to local 


thrombosis about arteriosclerotic plaques or due to 
lodgement of an embolus from the fibrillating 
heart, gangrene of a variable extent of the bowel 
is almost certain to follow. 

We have had more than ordinary interest in the 
splenic vein since some time ago it appeared that 
radical resection of pancreatic carcinoma should 
logically include, among other structures, the 
portal vein. Superior mesenteric vein continuity 
could be restored by anastomosis to the cava. 
However, we did not know precisely what should 
be done with the end of the splenic vein. Dogs 
will not tolerate its ligation, and most evidence 
suggests that man is no different in this respect. 
We have now twice had an experience that sug- 
gests this may not be true. Here is a gross section 
of a surgical specimen showing pancreatic carci- 
noma invading the common bile duct and the 
portal vein. At operation the splenic vein was 
simply ligated and at no time did this seem to 
have a deleterious effect. The patient died 
twelve days later of pneumonia, and at autopsy 
one could not detect adverse changes as the 
result of splenic vein ligation. 

I would appreciate your indulgence in allow- 
ing me to conclude this presentation with a few 
remarks concerning a rather uncommon, but hope- 
less, abdominal catastrophe, for which we think 
we may be nearing a solution. I refer to aneurysm 
of the aorta with its propensity for rupture, re- 


sulting either in exsanguination or dissection. 
During the past year we have corroborated the 
observation made here in your university, by 
Varco and associates, that adequate pressures 
and minute volume flow can be maintained via a 
temporary arterial collateral circulation through 
polythene tubes placed around a long segment of 
aorta which may then be deliberately obstructed 
for as long as one desires. These observations, 
coupled with the successful use of homologous 
aortic grafts in man, prompted us to attempt 
resection of this large arteriosclerotic aneurysm 
of the abdominal aorta of a fifty-three-year-old 
man whose life had become unbearable due to 
intractable back pain. Though we did not salvage 
this patient, our results suggest that others may be 
successfully treated by this, or similar methods. 
Here you see the shunts in place, and next, the 
appearance of the field after resection of the 
aneurysm. A large homologous .graft, obtained 
from a traffic casualty twelve days before and 
preserved by freezing during that interval, was 
then sutured into the defect. The occluding 
clamps were released and the shunts removed. 
That the aorta was not obstructed by the lami- 
nated clot of the aneurysm can be clearly seen in 
this axial view of the resected specimen. The 
operation was carried out under continuous spinal 
anesthesia and lasted six hours. The aorta and 
common iliac arteries were cross clamped for one 
and one-half hours. The patient made an un- 
eventful recovery and at no time showed signs 
of disturbance of bladder or rectal function, and 
had no sensory or motor loss. He had good 
dorsalis pedis pulses. He was completely ambula- 
tory at two weeks and was to go home upon his 
twenty-ninth postoperative day when he ruptured 
his aortic wall through an arteriosclerotic plaque 
up above the proximal suture line. He died with- 
in forty-eight hours. Autopsy findings suggested 
that we needed only to have been more radical in 
our resection. 





Tuberculosis has long been considered in that class of 
diseases not exhibiting to any extent epidemic waves, 
but having, instead, a high endemic incidence. However, 
im communities where the incidence now has dropped 
to relatively low levels, we are becoming more and more 
aware of explosive outbreaks of tuberculosis. The pre- 
vious, relatively constant level of endemicity we now 
realize was merely the closely grouped climaxes of myr- 


Jury, 1951 


iads of epidemics producing the illusion of a smooth 
curve. It is the difference between being unable to see 
clear-cut patterns of waves in a pool of water when one 
peppers the surface with dozens of pebbles, and seeing 
only one clear pattern after dropping one pebble on a 
mirror-like surface—Tomorrow’s Horizon in Public 
Health, James E. Perkins, M.D., Tr. 1950 Conf. Pub. 
Health A. New York City. 
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ACUTE ABDOMINAL CONDITIONS 


Roentgen Diagnosis 


LEO G. RIGLER, M.D. 
Minneapolis, Minnesota 


HE importance of the roentgen diagnosis in 

the examination of the chronic diseases of the 
abdomen, such as ulcer, carcinoma of the gastro- 
intestinal tract, or nephrolithiasis and other dis- 
eases of the urinary tract, is widely accepted and, 
in most larger communities at least, thoroughly 
in practice. Whenever possible, patients suspected 
of having such types of abnormality are submitted 
to competent roentgen examination. 

In the case of the more acute abdominal condi- 
tions, those which may be designated as abdominal 
catastrophies, often requiring emergency surgery 
or immediate treatment, no such unanimity of 
practice obtains. Even today roentgen rays are 
used too infrequently under these circumstances. 
In large part this is due to the difficulties attending 
the examination of such acutely ill patients, and to 
a lack of appreciation on the part of the physician 
as to the value of such an examination. 

It is at once obvious that adequate x-ray exami- 
nations cannot be obtained when the patient is first 
seen in the home, but at the present time almost 
all such patients are transferred to a hospital im- 
mediately, where adequate equipment for the pur- 
pose of making such an examination is usually 
available. 

The data which will be presented here repre- 
sent, in general, a summary and review of some 
of our own experience and that of many of the 
members of the surgical staff of the University 
Hospitals, and some review of the literature. 


Roentgenologic Technique 


The procedure of the examination is not espe- 
cially difficult, and the disturbance to the patient 
is not of any great moment, particularly in pro- 
portion to the amount of information obtained. 
A simple anteroposterior film of the abdomen is 
made with the patient supine. This can be done 
at the bedside, although films made with the aid of 
a Potter-Bucky diaphragm are more desirable. 





Presented in Symposium on Acute Abdominal Con- 
ditions at the annual meeting of the Minnesota State 
Medical Association, Rochester, Minnesota, May 1, 1951. 

From the Department of Radiology and Physical 
Medicine, University of Minnesota Medical School, 
Minneapolis 14, Minnesota. 
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The common procedure is to send the patient to 
the x-ray department directly from the admitting 
room on his way to the ward or to the operating 
room. This is somewhat saving to the patient and 
expedites the matter. However, in follow-up 
films, after operation, or after the patient is put 
under therapy, bedside films can be obtained. A 
roentgenogram of the chest should always be ob- 
tained at this time, as it is of vital importance to 
rule out a lesion of the lung, such as pneumonia. 
This is of particular significance in acute appendi- 
citis, especially in children. Such films of the 
chest may well be made with the patient supine. 
A film of the abdomen with the patient upright 
also should be obtained if possible. If this is im- 
possible, the patient may be placed on one side 
or the other and a posteroanterior exposure 
made, that is, the position of lateral decubitus 
utilized. Preferably the patient should be on the 
left side with the right side up but in certain in- 
stances this may be reversed. The lateral decubi- 
tus position is valuable as a supplementary film 
even if upright views are obtainable. In certain 
cases lateral views are valuable. Likewise a lateral 
view with the patient supine may be used. 

The introduction of contrast substances in acute 
cases is usually to be avoided, particularly the in- 
troduction of barium by mouth. There is the dan- 
ger of increasing the degree of obstruction, mak- 
ing it more difficult to handle if an obstruction is 
present. There is also the danger of extravasation 
of barium into the peritoneal cavity through a per- 
foration if one should happen to be present, which 
militates against recovery from peritonitis. Bar- 
ium sulphate given by enema is much less haz- 
ardous, and in cases wherein the diagnosis of 
large bowel obstruction is in doubt, the enema ex- 
amination should be done. Caution must be exer- 
cised not to overdistend the colon nor to force the 
barium mixture above the point of obstruction. 
In ‘suspected ruptures of the urinary tract, intra- 
venous injection of diodrast, or neo-iopax, is 
usually considered harmless, even though some 
extravasation of the material may occur into the 
retroperitoneal tissues from a rupture of the kid- 
ney pelvis or ureter. Likewise the introduction of 
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gas, preferably carbon dioxide, into the bladder 
through a catheter is probably without danger and 
may prove of considerable value in demonstrating 
the presence of a perforated bladder. Other con- 
trast substances may also be introduced into the 
bladder for this purpose, but again the danger of 
their extension into the peritoneal cavity should 
not be overlooked. 

Those abnormal states considered in the cate- 
gory of acute abdominal conditions, which are 
amenable to roentegn diagnosis, are listed in Ta- 
ble I. It should be noted that these include almost 
all of the acute lesions which may occur in the 
abdomen. 


TABLE I 


1. Acute obstruction of small intestine, partial or complete 
(a) Simple obstructions 
(b) Strangulation of obstructions 
(c) Special types of obstruction 
(1) Acute intussusception 
(2) Gallstone obstruction 
(3) Spastic ileus 
2. Acute obstruction of colon, partial or complete 
(a) General types 
(b) Volvulus of sigmoid 
(c) Spastic ileus 
3. Acute appendicitis 
(a) Without peritonitis 
(b) With local peritonitis 
4. General peritonitis 
5. Intraperitoneal abscess 
> of hollow viscus 
(a) From disease 
(b) From trauma 
7. Acute pancreatitis 
8. Mesenteric thrombosis 
9. Subphrenic abscess 
10. Perinephric abscess 
11. Rupture of liver or spleen 
12. Rupture of urinary tract 


In any discussion of the value of x-ray exami- 
nation in the acute abdominal states, it cannot be 
emphasized too strongly that the roentgen findings 
must be weighed with the clinical data in arriving 
at a diagnosis. But the roentgen examination per- 
mits not only a more accurate diagnosis, it also 
gives information as to the nature of the process 
going on within the concealment of the abdominal 
wall. Wangensteen has expressed well the infor- 
mation desired by the clinician from the x-ray 
examination : 


1. Information to confirm a diagnosis already 
tentatively made on the basis of history and physi- 
cal examination. 

2. Information to exclude certain diagnostic 
possibilities. 

3. Information which may lead to the consid- 
eration of a diagnosis not previously thought of. 

4. Information as to the details of pathological 
anatomy present. 

Iwo more statements may be added to these: 
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5. Specific x-ray findings indicating a specific 


diagnosis regardless of history or physical find- 


ings. 
6. Information concerning the progress of 
therapy. 


Roentgenologic Signs 


In the roentgen diagnosis of acute abdominal 
conditions certain signs are characteristic. The 
various findings are listed in Table II. 


TABLE II 


Visible gas in the gastrointestinal tract. 

Distention of the small intestine, generalized. 
Distention of the small intestine, localized. 

Distention of the colon. 

Distention of the gastrointestinal tract, generalized. 
Fluid levels in the bowel. 

Obliteration of the peritoneal or visceral fat markings. 
Free fluid in the peritoneal cavity—hydroperitoneum. 
9. Free gas in the peritoneal cavity—pneumoperitoneum. 
10. Hydropneumoperitoneum. 

1. Localized collections of gas in the abdomen. 

12. Localized collections of fluid in the abdomen. 

13. Localized collections of gas and fluid in the abdomen, 
14. Displacement of abdominal viscera. 

15. Displacement of the diaphragms. 

16. Immobilization of the diaphragms. 

17. Extravasation of contrast media. 

18. Foreign body shadows. 

19. Changes in the mucosa of the bowel. 


SNA whe 


These are described in general below to give 
some idea as to the basis for the roentgenologic 
diagnosis. The application of these various signs 
to any particular type of condition will be dis- 
cussed later. 


Visible Gas in the Gastrointestinal Tract.— 
Normally gas may be roentgenologically observed 
in the stomach, occasionally in the first portion of 
the duodenum, and regularly distributed in the 
colon. In young children always up to the age 
of two, and frequently up to the age of six, visible 
gas may be made out in the small bowel. After 
birth, gas will appear in the small bowel within a 
very few minutes and may appear in the rectum 
within an hour. In young infants, gas will be 
seen in large quantities in the whole gastrointes- 
tinal tract almost constantly. The appearance of 
gas in the intestinal tract in adults is very com- 
mon under conditions which are not particularly 
serious and only moderately abnormal. Usually it 
signifies stasis, but it may be of transient nature. 
Thus, during manipulations of various types of 
examinations, such as cystoscopy, intravenous 
medication, during periods of severe stress or 
fright, when affiicted with lesions of the urinary 
tract, and during periods of serious illness, gas 
may accumulate in the small bowel to the point 
of roentgen visibility. It should be noted that in 
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most of these situations the bowel is not distended 
beyond its normal diameter. There is simply an 
accumulation of gas which becomes visible; a 
large number of coils of the intestine are apparent 
but their diameter remains within normal limits. 

The stomach when distended becomes readily 
visible, and its contours can be easily made out. 
The same is true of the small intestine and of the 
colon when gas accumulates within them to any 
large degree. It is important to make a distinc- 
tion between the various portions of the gastro- 
intestinal tract. Very little difficulty is experi- 
enced in the recognition of the stomach, but the 
differentiation of the small from the large intes- 
tine and of the jejunum from the ileum is not 
always possible. The large bowel may be identi- 
fied by its characteristic distribution around the 
outer periphery of the abdominal cavity, by its 
size and by its type of segmentation. The duo- 
denum and jejunum are recognized by their loca- 
tion and by the numerous segmentations from the 
valvulae conniventes. 


Distention of the Gastrointestinal Tract.—Dis- 
tention of portions of the gastrointestinal tract is 
a much more significant and important sign of 
abnormality. Marked distention of the small 
bowel, often to three or four times its normal 
diameter, usually signifies intestinal obstruction. 
It may, however, occur as a result of paralytic 
ileus and even in unusual cases, as a result of ob- 
struction of the large intestine. As stated above, 
the various segments of the bowel can often be 
recognized. Distention of the large bowel may 
be present at the same time, but generalized dis- 
tention of the gastrointestinal tract is almost al- 
ways the result of a paralytic ileus. 

Distention of the small bowel alone, when it is 
completely unaccompanied by a corresponding dis- 
tention of the large bowel, usually is the result of 
mechanical obstruction. There is a distinct differ- 
ence in the appearance of the loops of small bowel 
when affected by a mechanical obstruction than 
when affected by paralytic ileus. In the former, 
the bowel has a dynamic appearance. It changes 
its position from time to time. The segmentations 
are easily apparent, and the loops tend to arrange 
themselves in a ladder-like fashion. In the upright 
position, fluid can be made out within the loops 
of bowel with gas arising above them; the bowel 
loops tend to rise into the upper portion of the 
abdomen. 
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Demonstration of a very localized distention of 
only one or two loops of bowel should always 
arouse the suspicion of strangulation obstruction. 
This is especially true if large amounts of fluid 
are seen in the distended coils. 

Distention of the colon alone, unaccompanied 
by corresponding distention of the small bowel 


and stomach, most commonly occurs with obstruc- > 


tion of the colon. Nevertheless, such distention 
may occur as the result of spastic ileus and occa- 
sionally even of paralytic ileus, so a sharp dis- 
tinction is not always apparent from the x-ray 
examination alone. In the patient who has symp- 
toms of obstruction and in whom a considerable 
distention of the large bowel with no distention of 
the small bowel is found, the diagnosis of colon 
obstruction can readily be made. 


Fluid Levels in the Bowel.—When stasis oc- 
curs, either from ileus or mechanical obstruction, 
fluid as well as gas may accumulate in the intes- 
tine. When the films are made with the patient 
upright or in the lateral decubitus position, the 
gas rises and presents a sharp contrast to the 
denser fluid below, thus forming a fluid level. 
Such shadows are of importance, as the presence 
of large amounts of fluid with little gas is sugges- 
tive of closed loop obstruction. Occasionally the 
gas is so small in amount that the distended seg- 
ments of intestine cannot be seen in the ordinary 
supine film but become apparent in the upright 
position. There may be no contrast between a 
loop of bowel completely filled with fluid and the 
other intra-abdominal structures. Bv this means 
also the position of the coils of intestine can be 
determined. Fixation of one or two loops in the 
pelvis or elsewhere can be determined by the pres- 
ence of fluid levels in that situation. These may 
remain there regardless of the patient’s position. 
Usually such fixation signifies strangulation or 
potential strangulation. Multiple fluid levels scat- 
tered about often occur with peritonitis or with 
numerous intraperitoneal adhesions. 

In the colon likewise the demonstration of 
large amounts of fluid in the upright position, in 
the sigmoid flexure, for example, may signify a 
closed loop obstruction such as occurs with 
volvulus. 


Obliteration of Peritoneal and Visceral Mark- 
ings.—The layer of fat overlying the peritoneum 
makes it possible in many individuals to distin- 
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guish sharply between the lateral abdominal wall 
and the viscera within the abdomen itself, even 
without the use of pneumoperitoneum. The pres- 
ence or absence of the peritoneal markings, while 
strongly emphasized by many writers, is not ex- 
tremely important and the shadow may well be ab- 
sent in normal individuals and not infrequently 
maintains itself even when peritonitis or an ab- 
scess is present. The presence of a peritoneal fat 
shadow does not rule out peritonitis or abscess. 


Hydroperitoneum.—In many instances of acute 
abdominal disease, fluid, either purulent or serous, 
appears within the peritoneal cavity. This may 
be the case in long-standing intestinal obstruction, 
in strangulation intestinal obstruction, at an early 
stage, in peritonitis from whatever cause, in mes- 
enteric thrombosis, and in cases of intraperitoneal 
abscess. The demonstration of such fluid can 
usually be made in the roentgenogram although not 
as accurately as in the pleural cavity. The pres- 
ence of fluid becomes manifest by the separation 
of the loops of small bowel which it produces. 
Normally the gas-filled bowel can be readily made 
out, and between each pair of loops there is a 
fine white line representing the thickness of the 
two bowel walls which are in contact. When the 
segments of bowel are separated by fluid the thick- 
ness of this white stripe becomes much greater 
than normal, and at points where’ three loops of 
bowel are in contact, the shape of the separation 
becomes that of a triangle or a circle rather than 
of a three-pronged stellate shadow, which is nor- 
mally the case. It should be pointed out that in 
simple ascites a similar finding is obtained, but 
little difficulty need be encountered in this regard, 
as patients with simple ascites will not have other 
clinical findings which would lead one to suspect 
that they have peritonitis. 


Pneumoperitoneum.—The presence of free gas 
in the peritoneal cavity is clearly abnormal, and 
it is an extremely important sign of many acute 
conditions. Pneumoperitoneum is best demon- 
strated by putting the patient in the upright posi- 
tion, whereupon the gas will find its way between 
the diaphragm and the subdiaphragmatic struc- 
tures. The gas becomes clearly apparent in con- 
trast with the density of the diaphragm and liver 
on the one side and the spleen, stomach, and other 
structures on the opposite side. Films made with 
the patient in the left lateral decubitus will also 
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demonstrate gas effectively. It will then accumu- 
late beneath the right lateral abdominal wall, sep- 
arating it clearly from the underlying dense shad- 
ow the liver. 

When large amounts of gas are present, the di- 
agnosis can be made even with the patient in the 
supine position. In these circumstances, the outer 
as well as the inner margin of the stomach or 
bowel becomes clearly visible as a result of the ac- 
cumulation of gas both around the viscus and 
within it. This produces a very striking and char- 
acteristic appearance, the actual thickness of the 
wall of the viscus being clearly apparent ; the pic- 
ture is quite pathognomonic of pneumoperitoneum. 

It must be borne in mind that gas may appear 
in the peritoneal cavity in a relatively innocent 
fashion, for example, after an ordinary abdominal 
operation. Gas may remain within the abdomen 
for as long as three weeks after laparotomy, so 
that films in the upright position made for some 
time afterward will reveal free gas under the dia- 
phragm. The presence of gas-forming bacteria 
within the peritoneal cavity may produce gas. 
Aside from these considerations, the presence of 
free gas in the peritoneal cavity will almost in- 
variably indicate the rupture of one of the por- 
tions of the gastrointestinal tract, or it may indi- 
cate a rupture of the bladder if there has been 
an artificial introduction of air into it. 

Certain differential diagnostic features must be 
borne in mind. The hepatic flexure of the colon 
occasionally becomes interposed between the dia- 
phragm and the liver, and may thus simulate the 
appearance of the pneumoperitoneum. Careful 
inspection will reveal the segmentation of this 
gas in the characteristic fashion of the colon, and 
repeated examination will show it to change radi- 
cally, the colon often slipping out from this 
position. 

It should be noted that a subphrenic abscess 
under either diaphragm will commonly accumulate 
gas so that a fluid level can be made out. Such 
gas, however, is clearly seen to be encapsulated 
rather than to shift about, as is the case with an 
ordinary pneumoperitoneum. 

It has been found that pneumoperitoneum may 
be observed in about 80 per cent of the cases of 
perforation of the stomach or first portion of the 
duodenum. The exact reason why the other 20 
per cent do not exhibit this sign is not altogether 
clear. It is notable that in perforation of the small 
bowel free gas is not commonly observed. In at 


653 


~ 


ire 


Hf t 


f 





é 
£ 


AAMT Rit 8 


it 


“Sh iadbet | f 








least four cases of traumatic perforation of the 
small bowel, I have been unable to observe any 
evidence of gas under the diaphragms. In three 
recent cases, however, free gas was observed. It 
is significant that in all of these cases an obstruc- 
tive lesion of the small bowel was present prior to 
the time of perforation. This had therefore pro- 
duced large quantities of gas in the small bowel, 
and when perforation occurred a pneumoperito- 
neum was readily formed. 

In the case of the colon, when perforation oc- 
curs, the quantity of gas is so large and it 
comes into the peritoneal cavity under such pres- 
sure that we have been able to observe gas under 
the diaphragm in every case. 


Hydropneumoperitoneum. — The presence of 
both gas and fluid in the peritoneal cavity can 
often be determined by films in the upright and 
lateral decubitus positions, a fluid level of char- 
acteristic type thus becoming visible. The gas, of 
course, will rise to the higher points in the abdo- 
men while the fluid sinks to a flat level below it. 
The contrasting shadows of the two media make 
their presence easily apparent. It is only neces- 
sary to exclude localized pockets of fluid and gas, 
such as a subphrenic abscess or an intraperitoneal 
abscess, to determine that a hydropneumoperi- 
toneum is present. The latter is not infrequently 
an accompaniment of rupture of a hollow viscus 
or peritonitis with gas-forming organisms. 


Localized Collections of Gas in the Abdomen.— 
The appearance of gas in abnormal areas of the 
abdomen clearly outside the gastrointestinal tract 
but not free so that it rises up under the dia- 
phragm is of great significance. Gas observed in 
the region of the liver, well above the duodenum 
and often outlining the biliary ducts in character- 
istic fashion, is an important sign as it usually 
means a fistula between the biliary tract and the 
intestinal tract. The gas may be present in the 
gall bladder as well as in the ducts and give the 
characteristic shape of the gall bladder. It must be 
distinguished sharply from gas in the first and 
second portions of the duodenum in this region or 
in the hepatic flexure of the colon, and also from 
the separation of the tissues by fat, which may 
occur near the liver and simulate the presence of 
gas. Usually the distinction is quite apparent, and 
the demonstration of this gas indicating the pres- 
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ence of a fistula may have great bearing on the 
diagnosis of gallstone obstruction. 

Gas may likewise appear in the various seg- 
ments of the abdomen in bubblelike form. It is 
sometimes difficult to be certain whether or not 
the shadows are outside the intestinal tract, and 
repeated examination may have to be made to 
determine their constancy. This is in contrast with 
gas in the intestinal tract, which is usually very 
irregular and changes its position and character 
from time to time. Such bubble-like shadows are 
often the first indication of the presence of an 
intraperitoneal abscess. They are commonly seen 
around the cecum, and likewise in the left lower 
quadrant, where abscesses tend to form. 


Localized Collections of Fluid or Fluid and 
Gas.—Pockets of fluid which are encapsulated in 
the abdomen usually denote an abscess. This is 
represented by a localized area of density in al- 
most any portion of the abdomen. It can be clear- 
ly made out because of the gas-filled bowel which 
often surrounds it and which is often distinctly 
displaced and compressed by the accumulation of 
fluid. 

When films are made in the upright or lateral 
decubitus position, the separation of a layer of 
gas from the fluid in such a pocket may well oc- 
cur. This will indicate unequivocally that an ab- 
scess is present and often means that the abscess 
has been in communication with a portion of the 
intestinal tract. The latter does not necessarily 
follow, however, as some abscesses may have gas- 
forming organisms within them which produce 
the gas as well as the fluid. Gas may also be seen 
around the kidney or retrocecally in the form of 
stripe-like or bubble-like shadows. This often 
means either a perinephric or retrocecal abscess. 
Under suitable conditions it may indicate a rup- 
ture of the retroperitoneal portion of the duode- 
num with escape of gas into this space. 


Displacement of Viscera.—The position and 
contour of the gas-filled gastrointestinal tract may 
be demonstrated with a fair degree of certainty 
in most acute abdominal lesions. Localized dis- 
placements of various portions of the stomach or 
bowel may thus be observed ; these are usually due 
to localized abscesses or localized collections of 
fluid, such as blood or urine. Downward displace- 
ment of the stomach, for example, can thus be 
made out in cases of hematoma from rupture of 
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the spleen. The same is true of the downward dis- 
placement of the hepatic flexure of the colon after 
rupture of the liver. As stated above, localized 
abscesses will cause local displacement either of 
the small bowel, if the abscess is interintestinal, or 
the cecum, if it is pericecal. Under certain cir- 
cumstances, where an acute abdominal condition is 
suspected, the demonstration of a mass rising up 
out of the pelvis, displacing the bowel, may sug- 
gest the possibility of a twisted cyst of the ovary 
or a large pelvic abscess. 

Marked separation of the stomach from the 
colon may be a very significant sign, and is 
strongly suggestive of a hemorrhagic pancreatitis 
or an acute cystic enlargement of the pancreas. 
This finding may well be used in the diagnosis of 
such acute lesions. 


Displacement and Immobilization of the Dia- 
phragms.—Any lesion in the peritoneal cavity 
which produces increased pressure will tend to 
cause ascent of the diaphragm. Localized lesions, 
such as subphrenic abscesses, may cause marked 
elevation of the diaphragm on one side or the 
other. Intraperitoneal hemorrhage or other intra- 
peritoneal fluids will produce upward displace- 
ment of the diaphragms best observed in the su- 
pine or Trendelenberg positions. Partial or com- 
plete immobilization of the diaphragm is another 
manifestation of many intraperitoneal lesions, es- 
pecially those of an inflammatory nature. This is 
particularly true of acute pancreatitis but may oc- 
cur with an upper abdominal lesion. A satisfac- 
tory demonstration of immobilization of the dia- 
phragm is best made by fluoroscopy. 


Extravasation of Contrast Substances.—The 
introduction of contrast media, such as barium 
sulphate, into the gastrointestinal tract, may per- 
mit actual observation of the point of perforation 
of an ulcer or carcinoma by extravasation of the 
material into the peritoneal cavity. As stated 
above, this procedure is definitely harmful and 
should not be undertaken if at all avoidable. 
There appears to be a distinct increase in the 
chances of a fatal peritonitis when barium is ex- 
travasated into the peritoneal cavity along with 
other material from the gastrointestinal tract. The 
introduction of barium in the colon may also re- 
sult in extravasation of barium into the peritoneal 
cavity, if a rupture of the colon has previously 
been present. For example, in a case of acute 
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diverticulitis with rupture, which may simulate 
obstruction of the large bowel, it is conceivable 
that a barium enema might do some harm. Gen- 
erally speaking, it is well to avoid contrast sub- 
stances when the gastrointestinal tract is under 
suspicion. On the contrary, in the urinary tract, 
intravenous urography may be undertaken in 
cases of suspected rupture without particular fear 
of harmful effects. The contrast substance may 
thus be traced from its normal position in the 
pelvis of the kidney or from the ureter into the 
perirenal or retroperitoneal tissues, indicating the 
rupture which is present. Likewise, extravasation 
of contrast material from the bladder may be 
noted by the observation of the dense shadow of 
the medium, such as diodrast, as it extends into 
the peritoneal cavity or into the pericystic tissues. 
This can be accomplished more quickly by cystog- 
raphy. The introduction of air into the bladder 
may produce a pneumoperitoneum and may be 
observed with the patient in the upright position, 
providing the bladder has ruptured into the peri- 
toneal space. There is supposedly some risk under 
such circumstances in that an air embolism may 
occur. As a result it may be advisable to use car- 
bon dioxide instead of air for such a demonstra- 
tion. 


Foreign Body Shadows.—Shadows of opaque 
foreign bodies, such as gallstones, bezoars com- 
posed of bones, or metallic foreign bodies, may be 
observed. Their presence together with evidences 
of obstruction may indicate an obturation obstruc- 
tion. 





Changes in Mucous Membrane of Bowel—In 
occasional cases of volvulus, the twisted mucous 
membrane folds may be made out as positive 
shadows in contrast with the gas about them. 


Roentgen Findings in Specific Conditions 


The scope of this paper will not permit a dis- 
cussion of the specific x-ray findings in all the 
acute abdominal states listed above. Only a few 
conditions in which the roentgen examination is 
of pre-eminent value and in which the findings 
obtained are practically diagnostic in themselves 
will be detailed below. Thus the x-ray findings in 
simple acute appendicitis, simple small bowel ob- 
struction, paralytic ileus, mesenteric thrombosis, 
and many others are not included. 


655 





JA DIES 


AM’ 1i7 


“Rit 


mf 


t 


wits I ed tat | i 








ACUTE ABDOMINAL CONDITIONS—ROENTGEN DIAGNOSIS—RIGLER 


Strangulation Obstruction.—The simple differ- 
entiation of a simple mechanical obstruction from 
a strangulation is of extreme importance, partic- 
ularly with relationship to the application of ther- 
apy. While in simple mechanical obstruction the 
application of conservative suction therapy may 
be the method of choice, such a procedure in the 
presence of a strangulation, such as might occur 
from a volvulus, incarcerated hernia, or adhesions, 
may result in a fatality directly attributable to the 
neglect of proper procedures. Differentiation 
clinically may be made in many cases, but in a 
good many it is extremely difficult. 


During the past few years we have observed a 
number of cases in which certain specific x-ray 
signs appear to be fairly constant and highly sug- 
gestive, if not completely diagnostic, of strangula- 
tion obstruction. Under such circumstances there 
appears to be an ability on the part of the bowel 
to pass gas into the strangulated portion, which in 
itself tends to distend without a corresponding 
distention of the loops of bowel proximal to it. 
As a result, a rather localized distention of two 
segments of bowel can be made out. In many 
cases the gas-filled bowel has taken on a charac- 
teristic “coffee bean” appearance, the two loops 
being separated by a wide band of increased den- 
sity, probably representing the edematous walls of 
the bowel with a small amount of fluid between 
them. There is an unusually large accumulation 
of fluid within these isolated loops, and they re- 
main relatively fixed, so that in the upright or 
lateral decubitus position the distended loops of 
bowel do not shift. In patients in whom suction 
has been applied, it is significant that the distended 
loop of bowel remains well filled with gas, being 
relatively unaffected, although the gas which is 
present elsewhere may disappear under the influ- 
ence of the treatment. The demonstration, there- 
fore, of a rather localized distention of two loops 
of bowel, larger quantities of fluid than usual 
within them, some evidence of fluid between them, 
and some fixation would strongly suggest a diag- 
nosis of strangulation obstruction. 


Intussusception.—The particular type of small 
bowel obstruction, which occurs most commonly in 
children, incident to ileocecal or ileocecocolic or 
ileoileal intussusception represents another type of 
intestinal obstruction in which an early specific 
diagnosis is extremely important, because of the 
necessity for immediate surgical procedure. In 
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most instances the diagnosis is readily apparent 
from the history and physical signs. However, in 
patients coming from a neighborhood wherein 
some enterocolitis has been present, and in whom 
the signs are atypical, the diagnosis may remain in 
grave doubt, and delay in treatment may ensue. 
Obviously, it is not desirable to operate on a pa- 
tient with acute enterocolitis, and, as a result, 
operation is often delayed to a point where a 
fatal outcome ensues. 

The determination of an ileocecal or ileoceco- 
colic obstruction can be made with great accuracy 
by the roentgen examination with a barium enema. 
Preliminary films will sometimes, although not 
always, reveal the characteristic gas accumulation 
in the small bowel. Barium enema examination 
can be then done, and a characteristic defect in 
the colon due to the interposed bowel is made 
out. The defect is of typical appearance because 
of the mucous membrane of the bowel, which, 
being inverted, lies in contact with the barium in 
the colon which has been filled. This gives a shad- 
ow, resembling multiple rings, of lesser density, 
partly filled with gas and partly surrounded with 
barium. The intussuscipiens may be encountered 
as low as the sigmoid colon or anywhere along 
the course of the large bowel up to the ileocecal 
valve. During the course of the enema examina- 
tion, some obturator reduction of the intussus- 
ception may occur, but we do not make any stren- 
uous efforts to produce a cure by this means. The 
demonstration of the passage of barium through 
the ileocecal valve into the ileum is excellent evi- 
dence that the intussusception has been reduced, 
but the possibility of a compound intussusception, 
that is, an ileo-ileal intussusception in addition to 
an ileocecal cannot be excluded by this means. As 
a diagnostic procedure, however, barium enema 
examination does no harm and should be done 
whenever there is any doubt whatever about the 
diagnosis. 


Gallstone Obstruction —In any obturator ob- 
struction of the small bowel, immediate operation 
is indicated because of the possibility that a gall- 
stone or other foreign body will erode the intes- 
tine and produce a fatal peritonitis if not imme- 
diately relieved. Gallstone obstruction occurs, 
generally speaking, as a result of the passage of 
a stone, either from the common duct or from the 
gall bladder into the duodenum. The stone itself 
finds its way through the intestinal tract until it 
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reaches a point of smaller lumen than it can pass, 
or until, because of the roughness of the stone, a 
spastic contracture of the bowel occurs, producing 
an obstructive spasm, which in turn eventuates in 
a true obstruction. The diagnosis of gallstone ob- 
struction may well be suspected from a careful 
analysis of the clinical findings. However, in the 
majority of cases, until the x-ray signs were 
described, the diagnosis was missed, because gall- 
stone obstruction tends to be intermittent and 
very atypical in many of its findings. As a result, 
the x-ray examination is of first importance. 

In such cases there is evidence, as described 
above, of mechanical obstruction of the small 
bowel. The obstruction is often not complete, so 
that gas will be found in the colon. If, in addition 
to this, local accumulations of gas over the liver 
or in the region of the gall bladder and ducts are 
found, the diagnosis can be advanced with consid- 
erable certainty. In some cases the stone shadow 
itself can readily be made out. If a shadow similar 
to that of a gallstone is seen lying some distance 
away from its normal situation, and if symptoms 
and signs of intestinal obstruction are also pres- 
ent, the diagnosis may well be suspected. In a 
series which Borman and I have reported, both 
from our own experience and from a study of the 
literature, it appears that approximately 2 to 5 per 
cent of all cases of intestinal obstruction are due 
to gallstones. It should also be noted that the mor- 
tality in cases of gallstone obstruction, prior to 
1930, was reported as being as high as 90 per cent, 
largely due to delay in diagnosis. 

The mechanism whereby gallstones pass into 
the intestinal tract was clearly observed in a case 
observed at autopsy reported by Borman, Noble, 
and myself. Large stones in the common duct or 
in the gall bladder may gradually erode through 
the wall of the structure into the neighboring 
bowel. The bowel is often adherent to such a 
gall bladder or common duct, so that erosion oc- 
curs without peritonitis or other incident. In one 
case, a massive stone eroded through the common 
duct, while the ampulla of Vater itself remained 
firmly closed. It is possible, however, for stones 
to pass through the ampulla itself and into the in- 
testinal tract, yet eventually produce obstruction. 
Under such circumstances, the sphincteric activity 
of the ampulla is destroyed and a fistulous tract is 
established through the common duct itself. 
Otherwise a new tract between the biliary struc- 
tures and the intestinal tract is established, and 
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the possibility of regurgitation of intestinal con- 
tents becomes apparent. The pressure within the 
duodenum being greater than in the biliary tract, 
there is a tendency for gas and barium, -when 
given, to regurgitate and thus demonstrate the 
fistulous communication on roentgen examination. 
This is seen not too rarely even without gallstone 
obstruction being present. The stones which pass 
in such situations are often small enough to be 
evacuated with the fecal contents. Cholecystocolic 
fistulas also occur, but these do not produce 
obstruction. 

It should be observed at this point that other 
types of obturator obstructions of the intestine 
may occur, but they are relatively rare. I have 
seen one such case in which the bones of the feet 
of a chicken became impacted in the small bowel 
and produced a complete obstruction. Other types 
of bezoars may occur and produce obstruction 
likewise. 


Acute Obstruction of the Colon.—Acute ob- 
structions of the colon are not infrequent and 
most commonly are due to carcinoma which has 
been neglected. The surgical problem in these 
cases is not that of dealing with the carcinoma 
but rather of relieving the obstruction, particularly 
to prevent rupture of the cecum. The latter is 
probably the most common fatal complication of 
acute obstruction of the colon. Under such cir- 
cumstances a barium enema examination, which 
under more ordinary conditions is a highly effec- 
tive aid in diagnosing carcinoma of the colon, may 
not be as useful. It is often extremely difficult 
for the patient, under the conditions of acute dis- 
tention, to retain the barium, and marked caution 
must be exercised in adding the additional pres- 
sure of the enema to a colon which is already 
enormously distended with gas. Nevertheless in 
some cases, it may be advisable to do so, and if 
sufficient care is exercised, as pointed out above, 
to prevent barium from reaching above the point 
of obstruction and to avoid excessive pressure, no 
harm will result. A combination of the evidence 


obtained in this way with that obtained through , 


the careful examination of simple films of the 
abdomen, will usually reveal that it is the colon 
and not the small intestine which is primarily in- 
volved. Some distention of the small bowel may 
also be present, but this is a secondary effect. 
Characteristically, in a scout film of the abdo- 
men the colon can be made out, by reason of its 
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typical haustral recesses. Depending upon the 
point of obstruction, the distention of the colon 
will be of more or greater extent, and usually the 
gas column can be followed right up to the point 
of obstruction. In many cases the tumefaction of 
the obstructive process can be observed. In many 
cases of acute obstruction of the colon, the ob- 
struction is not complete, and as a result some gas 
will be seen distal to the point of occlusion. The 
colon proximal to the closure will be dilated up to 
the ileocecal valve, the cecum itself usually being 
much more distended than the remaining portions 
of the colon. 


In a fairly large percentage of cases, as recent- 
ly pointed out by Dennis, a perceptible accumula- 
tion of gas can be made out in the small bowel, 
even though the obstruction is in the colon. This 
is particularly true when the obstruction is rather 
proximal, such as in the ascending colon or cecum. 
The amounts of gas seen under such circum- 
stances, however, are of insufficient grade to give 
much difficulty in differentiation, as the small 
bowel is not especially distended. In about 30 per 
cent of the cases, however, actual distention of the 
small bowel was found, but to a lesser degree than 
that of the colon. Under such circumstances, the 
differentiation, by means of the x-ray findings 
alone, from a paralytic ileus becomes exceedingly 
difficult. In a smaller percentage of cases, ap- 
proximately 8 per cent, the distention of the small 
bowel was of greater degree even than the colon. 
In several instances which I have observed the 
ileocecal valve was completely deficient, and the 
intestinal tract became one complete unit. In such 
situations the symptoms and signs and the 
roentgen findings may all simulate small bowel ob- 
struction. The presence of fairly large quantities 
of gas in the colon may indicate that the diagnosis 
is not that of a small bowel obstruction, and fur- 
ther studies may thus be stimulated. In some such 
cases the administration of barium by enema may 
clarify the situation. In one case we gave barium 
by mouth, and despite the great dilation of the 
small bowel we failed to find a point of obstruc- 
tion, the barium passing right on into the cecum. 
Later a carcinoma of the ascending colon was 
demonstrated. It should be observed, therefore, 
that the presence of gas in the small bowel or the 
demonstration of small bowel distention does not 
exclude obstruction of the colon. 
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Volvulus of the Colon—In volvulus of the 
sigmoid, the x-ray findings may be of particular 
importance. This is a type of colonic obstruction 
in which immediate intervention is necessary. We 
have observed cases of acute obstruction occurring 
from volvulus of the sigmoid in patients who had 
previously been observed on a number of oc- 
casions and who had exhibited extremely elongat- 
ed, redundant sigmoids. This redundant bowel 
had become twisted, with acute obstruction result- 
ing. In such cases the roentgenogram is likely to 
show a very marked distention of the sigmoid far 
out of proportion to the distention of the re- 
mainder of the colon, The sigmoid may ride over 
to the right side, coming to lie up under the liver, 
or in some cases it extends well up under the left 
diaphragm as a result of the extreme elongation 
and distention. Films made in the lateral decubitus 
or upright position will show an unusual accu- 
mulation of fluid within the sigmoid loop itself, and 
this combination is strongly suggestive of vol- 
vulus. In addition, careful study may reveal two 
points of obstruction in the gas column, which 
likewise is suggestive of volvulus. In such cases 
also, barium enema examination is strongly in- 
dicated, and the characteristic twisting of the 
mucous membrane pattern of the bowel can 
readily be observed; it is pathognomonic of the 
condition. 

Acute volvulus of the cecum is also not rare 
although less common than in the sigmoid. The 
cecum becomes enormously enlarged, shows a 
fluid level in the upright position, and may be dis- 
placed. The ileocecal valve may be distinguishable 
in contrast to the gas about it and the nature of 
the distended viscus thus established. The twist- 
ing of the mucous membrane pattern may be 
visible even without contrast medium. 

In all cases of acute obstruction of the colon 
which are not treated immediately, repeated ex- 
aminations should be made so that the size of the 
cecum may be closely observed. A marked in- 
crease in the size of the cecum is always indica- 
tive of the possibility of perforation, which is al- 
most always a fatal complication of acute obstruc- 
tion of the colon. If opportunity is afforded to 
examine the patient from time to time, this ob- 
servation may be of great value. 


General Peritonitis.—In 
from any cause, the most common finding is the 
presence of adynamic ileus. The findings have 
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been described above. As stated above, it should 
be borne in mind, however, that in many cases of 
general peritonitis an actual mechanical obstruc- 
tion from adhesions occurs, and care should be 
exercised not to overlook it because of the 
presence of a generalized ileus. In the upright 
position, in patients with peritonitis, fluid levels 
can be made out, and not infrequently loops of 
bowel will be found well down in the pelvis and 
partially fixed, owing to the diffuse adhesions 
which may be present. Usually there is gas dis- 
tention of the colon as well as of the small bowel. 
Obliteration of the peritoneal markings on both 
sides is commonly present, although not neces- 
sarily so, and the presence of these markings does 
not exclude a peritonitis. Elevation of both dia- 
phragms is fairly common and there may be some 
degree of immobilization but not to the same ex- 
tent as would be found in a subphrenic abscess, 
for example. 

Evidence of fluid within the peritoneal cavity 
may readily be obtained in cases of general peri- 
tonitis. Usually the amount of fluid is not great 
and is best manifested by the separation of the 
loops of bowel, as described above. In cases 
where an abscess is already forming, the fluid may 
accumulate locally in larger quantities and in that 
way indicate the tendency toward the formation 
of an abscess, although a distinctly encapsulated 
pocket is not clearly made out. 

While the presence of. fluid and the obliteration 
of peritoneal markings occur from ascites also, it 
is obviously not a very difficult problem in differ- 
entiation, since most patients with peritonitis have 
severe, acute symptoms. The distinction between 
postoperative ileus with a moderate fever and an 
actual peritonitis is infinitely more trying, and it 
is in this situation that the x-ray examination may 
be of very great value. 


Intra-abdominal Abscess.—Abscesses__ within 
the abdominal cavity may well be divided into 
three groups—subphrenic, interintestinal, and 
pelvic abscesses. For purposes of this discussion, 
subphrenic abscess will not be considered, as it 
represents a subject almost in itself. The inter- 
intestinal and pelvic abscesses occurring commonly 
from acute appendicitis with rupture, as a second- 
ary phenomenon from ruptures of the intestinal 
tract, from pelvic inflammatory disease, after 
Operation, or as sequels of any type of general 
peritonitis, are of great importance. The roentgen 
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examination is very helpful in their delineation. 
Patients with ruptured appendix, for example, in 
whom conservative therapy is used, can be ob- 
served in this fashion and the development of the 
abscess itself, as a localized pocket of fluid, can 
be clearly delineated. I have observed patients in 
whom a pericecal abscess and, as time went on, 
an interintestinal abscess in the left upper quad- 
rant both developed, following a perforated ap- 
pendix in which intervention was not immediately 
undertaken. In patients who have had a general 
peritonitis for some period of time and, owing 
to their condition, it is thought unwise to interfere, 
repeated x-ray examination at the bedside is of 
very great value in determining the eventuation 
of the condition. Likewise, after operation, the 
development of an abscess either from accidental 
perforation of the bowel or from other causes can 
be followed in this way. 

An abscess either in the pelvis or in the inter- 
intestinal area manifests itself essentially as a local 
area of density displacing the loops of gas-filled 
bowel about it. A generalized ileus is usually also 
present. In some instances the loops of bowel can 
be clearly made out adherent to the abscess itself 
and sometimes even overlying it. 

A distinction must be made from an ordinary 
intra-abdominal tumor, and here again the clin- 
ical findings usually suffice; furthermore, in an 
ordinary tumor the generalized bowel distention, 
commonly accompanying an abscess, is not present. 

The development of gas within the abscess may 
occur as a result of a communication with the 
gastrointestinal tract or from gas-forming organ- 
isms. This may give a very characteristic picture 
in that the density of the pocket of fluid is greatly 
diminished in the supine position, and if upright 
or lateral decubitus films are made the gas can be 
separated out. 

As pointed out above, the observation of small 
bubble-like shadows of gas in a local portion of the 
abdomen should always raise the suspicion of an 
abscess. Such shadows may be the first evidence 
of abscess formation. 


Perforation of a Hollow Viscus.—Roentgen ex- 
aminations in case a perforated hollow viscus is 
suspected have been employed for a good many 
years and are very informative in their delineation. 
As in some of the other conditions discussed here, 
a perforated ulcer of the stomach or duodenum is 
often quite obvious from the clinical standpoint. 
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In some instances, however, doubt is certainly 
present, and under these circumstances, x-ray ex- 
amination, particularly in the upright or lateral 
decubitus position, is of great value. The demon- 
stration of free gas, as stated above, may be made 
in approximately 80 per cent of the patients who 
have had a perforation of the stomach or of the 
first portion of the duodenum. In cases of per- 
foration of a carcinoma of the stomach the same 
is true. In the case of perforation of the colon, 
almost 100 per cent will exhibit gas which is 
readily observable. As stated above, the evidence 
of a spontaneous pneumoperitoneum may also be 
obtained with the patient in the supine position 
alone. Perforation of the small bowel has a much 
smaller percentage of accuracy in this regard, 
probably due to the lack of accumulation of free 
gas within the small bowel. Not much gas escapes 
unless an obstruction has been previously present. 

In a rare case or two, a traumatic perforation of 
the retroperitoneal portion of the duodenum 
might cause the gas to extend retroperitoneally. 
In that event the gas will not be free and will 
therefore not appear under the diaphragms but 
will be seen around the kidney or psoas muscle or 
in the pericecal region. The clue to the nature of 
the perforation may thus be obtained. 

When peritonitis from a perforation has been 
present for some period of time or when there 
has been much extrusion of fluid from the per- 
forated viscus into the peritoneal cavity, both gas 
and fluid may be observed, if the patient is put 
into the upright or lateral decubitus position. The 
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findings described under hydropneumoperitoneum 
are then obtained. In rare cases of gas-forming 
peritonitis a similar finding may occur. 


Summary 


Roentgen examination is of the first importance 
in the conduct of almost all of the acute abdominal 
emergency conditions. The information obtained 
from such examinations, when combined with the 
history, the clinical and laboratory findings, will 
lead to a more rapid and more exact diagnosis of 
the nature of the disease process. 

Roentgenograms of the abdomen without con- 
trast media should be made in the supine position 
and, where possible, -in the upright and lateral 
decubitus positions as well. A simple roentgen- 
ogram of the chest, in the supine position, should 
also be obtained. 

The various roentgen signs of abnormality are 
described and the importance of a careful analysis 
of the roentgen shadows is indicated. The applica- 
tion of the roentgen findings is detailed as regards 
the following conditions: 


Strangulation obstruction. 


Acute intussusception. 


wn = 


Gallstone obstruction. 

Acute obstruction of the colon. 
Volvulus of the colon. 

General peritonitis. 


Intraperitoneal abscess. 


Pn > 


Perforation of a hollow viscus. 





“The day may come when Blue Cross will be too ex- 
pensive for poor people. When that day comes, there will 
be compulsory health insurance. Blue Cross protects the 
patient—the doctor must protect Blue Cross.” This quo- 
tation comes from Dr. Paul R. Hawley. A news report 
from Rochester, New York, states that Blue Cross there 
has had to curtail some services because subscribers, 
aided and abetted by some doctors, have chiseled them- 
selves into services they were not entitled to. A warn- 
ing has gone out from our own Blue Cross which hints, to 
put it mildly, that too many of its funds are being used 
up for diagnostic procedures. 

Recently, a woman said to me, “My husband has paid 
for Blue Cross for four years and we have never used 
it. I want a chest x-ray and some blood counts and I 
think I have it coming after all these years.” She was 





healthy and there was no need for these services. You 
have probably all at some time or other had similar 
experiences. We are constantly subjected to undue pa- 
tient pressure. 

And if we succumb to this pressure, as some doctors 
are doing, we shall surely undermine Blue Cross until 
it can no longer function. We shall then have killed the 
goose that laid some of the best anti-compulsory medi- 
cine eggs of all. 

Blue Cross and Blue Shield are meant for sick people. 
Let’s keep it that way. The doctor who helps his pa- 
tients to chisel on these plans is guilty of a great dis- 
service to medical and hospital services. Such a physician 
must have a dull conscience, indeed—Reusen F. Erick- 
son, M.D., President, Hennepin County Medical Society, 
Bulletin HCMS, June, 1951. 
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ACUTE ABDOMINAL CONDITIONS 
Surgical Aspects 


OWEN G. McDONALD, M.D. 
Duluth, Minnesota 


In this symposium on acute abdominal condi- 
tions, I wish to discuss the surgical aspects. I have 
omitted the commoner conditions and will con- 
sider some of the less frequent, but serious situa- 
tions which make up a part of this complex. The 
proper management of any acute condition is de- 
pendent upon a correct interpretation of the patho- 
logical process. First, we must rule out such non- 
surgical conditions as coronary disease, diabetes, 
pulmonary lesions, et cetera. Second, when con- 
fronted with a patient who has symptoms of an 
acute belly, the age-incidence factor should be 
considered. In the first two years of life, con- 
genital malformations and intussusseption are the 
commonest offenders. After this, and until adult- 
hood, appendicitis, regional enteritis, mesenteric 
adenitis, and trauma play the leading roles. There- 
after, all the acute processes enter into the picture, 
until we begin dealing with the geriatric patient, 
where obstructing lesions, both intraluminal and 
vascular, and acute cholecystitis head the list. 
Third, it is helpful if we divide these lesions into 
four broad pathological groups such as result 
from: 

1. Mechanical blockage, either to a hollow 
organ or to its vascular supply. 

2. Perforation of a hollow viscus. 

3. Inflammatory processes. 

4. Hemorrhage. 


The clinical features of these are quite distinct. 
For example, obstruction is associated early with 
colicky pain and vomiting. The higher the site of 
obstruction, the earlier the onset of vomiting. The 
physical findings may be minimal. There may be 
some tenderness but rigidity is not common. 
Bowel sounds may be hyperactive. On the con- 
trary, however, in inflammatory lesions the pain 
comes on gradually and is referred to the site of 
the lesion. Involuntary rigidity is replaced by 
voluntary splinting. Bowel sounds may be entirely 
absent. Elevations of temperature, pulse and 
leukocyte count are present, as in inflammatory 
processes anywhere in the body. 


_ Presented in Symposium on Acute Abdominal Condi- 
fons at the annual meeting of the Minnesota State 
Medical Association, Rochester, Minnesota, May 1, 1951. 
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Acute Cholecystitis 


While there is not complete unity of opinion 
on the management of this condition, the writings 
of Glenn’ and others have stimulated interest in 
the problem, and it is pretty well agreed that if 
surgery can be performed within the first twenty- 
four to forty-eight hours, the results are gratify- 
ing. However, too often we do not see the patient 
until more time has elapsed, and it may be wiser 
to treat him expectantly with adequate fluids, 
electrolytes, antibiotics, gastric suction, et cetera. 
With these the acute picture may subside, and 
elective surgery can be carried out later. However, 
with an increasing mass and tenderness, accompa- 
nied by a rise in temperature, pulse and leukocyte 
count, surgical intervention is necessary to pre- 
vent perforation and peritonitis. In both the 
early and late stages of acute cholecystitis, the gall 
bladder can often be removed easily and safely, 
especially if done from above downward, but if 
such is not possible, it is better to remember that 
there is still a place for cholecystostomy. These 
are situations where discretion is the better part 
of valor. 


Perforated Peptic Ulcer 


Most of these patients will give a history of 
previous symptoms or therapy, or both, but at 
least 25 per cent will have had neither, and the 
perforation is the first indication of the presence 
of an ulcer. In addition to history and physical 
findings, the x-ray is a most important diagnostic 
aid. In the past, I think most of us have agreed 
with the principles put forth by the late Dr. 
Roscoe Graham and others, who advised only 
closure of the perforation as emergency therapy, 
and left such major procedures as_ resection, 
gastroenterostomy, and vagotomy to be done 
under more ideal conditions. Recently, General 
Sam Seeley, Chief of Surgery at Walter Reed 
Hospital, has drawn a sharp focus on this prob- 
lem, and his amazing results may alter our therapy 
rather drastically. He has reported 106 consecu- 
tive, unselected cases of perforated ulcer, with 
only six deaths. In five of these the patient was 
moribund on admission and no active therapy was 
possible. Thus, there were actually 101 cases in 
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which his plan of treatment could be carried out, 
with only one death. Although we are trying this 
plan our series is too small to justify valid con- 
clusions. The general features of the program 
advocated by General Seeley include: 


1. Continuous gastric suction. It must be ef- 
fective at all times. 


2. The patient must be kept on the /eft side. 


3. Morphine sulphate is administered as fre- 
quently as needed. 


4. Adequate and accurate replacement of fluids 
and electrolytes. 


5. Daily administration of antibiotics: peni- 
cillin, 1 million units; streptomycin, 1 gram; and 
sodium sulfadiazine, 2.5 grams. 


6. Milk and cream and the usual ulcer feed- 
ings, starting on the fourth or fifth day. 


Acute Pancreatitis 


In one year, the diagnosis of acute pancreatitis 
was made and proved, either by the laboratory, at 
operation, or on postmortem examination, in 
twelve cases at the two Duluth hospitals. It was 
probably overlooked in many more because of 
failure to determine the amylase level, which is 
the single most important diagnostic aid in this 
disease. On several occasiofis, this diagnosis was 
considered so late that serum amylase determina- 
tions were inconclusive. Acute pancreatitis will 
be recognized more frequently if it is included 
in our regular plan of differential diagnosis. We 
generally consider two forms of the disease: 

1. Acute interstitial pancreatitis, which is 
characterized by upper abdominal pain and an 
elevated serum amylase. 


2. Acute hemorrhagic pancreatitis in which 
the amylase level is also elevated. Here it is the 
shock-like condition of the patient that differenti- 
ates the two varieties, and in the latter the moral- 
ity rate is extremely high. If the patient survives, 
a suppurative process may develop, and this is 
probably the only time in the disease when surgery 
is indicated and helpful. 


An amylase determination is relatively simple. 
It requires only an incubator or water bath, and 
the ability to carry out a blood sugar determina- 
tion. Keith? and his co-workers found consistent- 
ly higher amylase levels in peritoneal fluid than 
in the blood serum in cases of pancreatitis. They 
emphasized that these levels remain elevated for 
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two to four days after the serum amylase has 
returned to normal. It is comparatively simple 
to obtain fluid from the peritoneal cavity. Using 
1 per cent novocaine infiltration of the abdominal 
wall and a short beveled needle, select a site about 
5 centimeters below the umbilicus in the mid-line. 
It may be preferable to force air through the 
needle to push the gut away. If a turbid yellow 
fluid of high amylase content is obtained it is 
indicative of interstitial pancreatitis, whereas red- 
dish brown fluid implies hemorrhagic pancreatitis. 
If a dark, mahogony colored, foul smelling fluid 
is obtained, it suggests strangulation obstruction 
or mesenteric thrombosis. 


Mesenteric Vascular Occlusion 


This lesion poses one of the most difficult diag- 
nostic problems, and early operation is paramount 
if we are to expect a reasonable survival rate. 
Vascular obstruction, usually a thrombosis, most 
often involves the superior mesenteric artery or 
vein, but the branches of this or other mesenteric 
vessels can be affected. Too often the signs and 
symptoms are so inconclusive that valuable time 
is lost before operation is undertaken. When 
bloody stools occur, the lesion may no longer be 
amenable to surgical therapy. While I make no 
plea for uninhibited exploratory operations, I am 
convinced that when this lesion is attacked early 
with the help of antibiotics and anticoagulants, re- 
section and immediate anastomosis will produce 
reasonable results in many more cases than we 
have come to expect from marsupialization of the 
involved gut. 


Wound Dehiscense 


Finally, a subject not commonly considered in 
acute surgical conditions of the abdomen is that of 
wound dehiscence. Fortunately, with better pre- 
operative care and with the correction of protein 
and vitamin deficiencies, we are seeing this prob- 
lem less frequently. However, if it occurs, it is 
an emergency of the first nature. When bowel or 
omentum protrudes through an opening in the 
peritoneum, valuable time will be lost if you try 
such measures as adhesive strapping and tight 
binders. These only delay healing and disturb 
physiologic processes. Immediate closure of the 
peritoneal cavity is necessary and should be car- 
ried out by the simplest procedure possible. This 
is best accomplished by a through and through 


(Continued on Page 673) 
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ACUTE ABDOMINAL CONDITIONS 
Urological Aspects 


THEODORE H. SWEETSER, M.D. 
Minneapolis, Minnesota 


A° DID all good teachers of surgery, my 

professor of surgery at Columbia, George 
Brewer, insisted that we consider all possibilities 
before arriving at a diagnosis by elimination. But 
in the stress of active practice, we may be tempted 
to jump at conclusions prematurely, especially 
when the patient and his relatives are goading us 
to action. Unfortunately, the one test or question 
forgotten or neglected may be the key to the 
diagnosis. 

Sometimes the key is to be found in a carefully 
taken history, even the family history ; sometimes 
it is in some part of the complete physical 
examination. The patient may forget to say that 
his mother died of tuberculosis when he was 
ten years old, or you may neglect a rectal or 
vaginal examination, a simple lumbar percussion 
test, or catheterization of a patient with a palpable 
suprapubic mass. One of my very competent 
surgeon-friends once reported two cases in which 
he very nearly operated for acute appendicitis 
when rectal examination demonstrated 
seminal vesiculitis. 


acute 


The urinary and male genital tracts, being 
mostly retroperitoneal and extraperitoneal, are 
frequently forgotten in considering acute ab- 
dominal conditions. Even when kept in mind, the 
differentiation may be troublesome. 

The differentiation between acute appendicitis 
and obstructing right ureteral calculus may be 
very difficult, especially if urinary infection 
accompanies the ureteral blockage. Many authors 
have noted the frequency of error. The character 
and location of pain and tenderness may be mis- 
leading. Both conditions may give pain limited to 
the abdomen, nausea and vomiting, fever, ab- 
dominal rigidity, leukocytosis, and microscopic or 
gross hematuria. Lumbar percussion pain is more 
indicative of ureteral blocking, while so-called 
“release . especially if properly 
localized, points to peritoneal irritation possibly 
from inflammation in the appendix or gall 


tenderness,” 


bladder. Roentgenography, excretory urography, 
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or even cystoscopy, if available, may settle the 
question. But sometimes the differentiation may 
still be impossible or the patient may even have 
both conditions, so that occasionally exploratory 
laparotomy may be less dangerous than prolonged 
delay. I remember a number of patients whose 
appendices were removed because of failure to 
consider and rule out ureteral calculus, but I also 
remember one patient who reached the hospital 
dying from generalized peritonitis because the 
hematuria accompanying acute retrocecal appendi- 
citis had misled the doctor until too late. I 
remember another patient who had a right ureteral 
calculus, proved cystoscopically, but also an acute 
appendicitis; we were unable to convince the 
doctor that laparotomy was justified until after 
the appendix had ruptured. 

Appendicitis, acute intestinal obstruction, 
volvulus, and intussusception have been confused 
with hydronephrosis caused by obstruction at the 
outlet of the renal pelvis. If suspected, this is 
usually diagnosed easily. Prompt early operation 
will save the kidney, but delay in diagnosis for 
years will result in loss of the kidney, and that, 
even in these days, occurs too often. 

Perinephritic abscess is another condition which 
may be forgotten or confused with abscess 
originating in the gall bladder or appendix. Well- 
recognized roentgen signs are obliteration of the 
psoas shadow and scoliosis due to psoas spasm, 
and a more recently accepted sign is the renal 
immobility demonstrated by double inspiration- 
expiration film made during excretory or retro- 
grade pyelography. 

The urinary tract must be remembered also in 
the study of abdominal injuries. The injury 
from an automobile accident or a football game 
may involve both spleen and kidney or both 
bladder and intestinal tract. A gunshot or other 
penetrating wound may involve the urinary tract 
as well as the intraperitoneal organs. In one case 
of gunshot wound of the abdomen at our General 
Hospital it fortunate that the urologic 
resident, who was watching his surgical colleague 
explore the abdominal cavity, insisted on search- 

(Continued on Page 695) 
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ACUTE ABDOMINAL CONDITIONS 
Gynecologic Aspects 


JAMES J. SWENDSON, M.D. 
Saint Paul, Minnesota 


| een a review of the fairly recent literature 

dealing with gynecologic causes of acute 
pathologic conditions in the abdominal cavity, it 
becomes evident that preoperative diagnosis of 
these conditions often is far from accurate. For 
instance, considering the number of times ectopic 
pregnancy was diagnosed incorrectly before 
operation and the number of times it was not 
considered but was found during laparotomy, 
correct diagnosis has varied from 52 to 56 per 
cent.*° Again, failure of diagnosis prior to 
operation when bleeding from an ovary has been 
the cause of symptoms has varied from 24 to 67 
per cent. A specific example of the diagnostic 
difficulties encountered is reported by Schmitz*® 
in the case of a patient with a surgically proven 
ectopic pregnancy in which three gynecologists 
unanimously diagnosed ectopic pregnancy pre- 
operatively, and three surgeons of equal experi- 
ence made a diagnosis of acute appendicitis. 

It would seem, therefore, that even after taking 
a careful history (including a detailed menstrual 
history ), making a careful physical examination 
(including a pelvic examination) and using per- 
tinent laboratory aids, the cause of an acute 
lower abdominal crisis in a woman of menstrual 
age often cannot be determined without doing an 
exploratory laparotomy. 

The importance of attempting to make an 
accurate preoperative diagnosis becomes apparent, 
however, when one considers that some acute 
gynecologic conditions call for surgical inter- 
vention while others do not. Although the former 
conditions are usually more obvious and dramatic 
in their manifestations than the latter, careful 
evaluation of signs and symptoms will encourage 
prompt intervention in the cases in which it is 
indicated and will lead to further observation and 
study of the cases which do not require operation. 

Some clarification of the problem might result 
from considering the more important pathological 
conditions which affect each of the female re- 
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productive organs to produce acute symptoms of 
possible surgical significance. 


Oviducts 


Of tubal origin, there are acute salpingitis and 
ectopic pregnancy. The former condition is 
usually, but not always, gonorrheal in origin. As 
a rule, it begins with chills and high fever, most 
often at the end of a menstrual period. There 
is usually a vaginal discharge. Smears taken from 
the cervix and/or Skene’s glands frequently are 
positive for the gonococcus. Often, an acutely 
tender, unilateral, sausage-shaped mass can be 
palpated on pelvic examination. It is possible to 
mistake an acutely inflamed appendix anomalously 
located in the cul-de-sac for an inflamed tube. 


The treatment of acute salpingitis is definitely 
medical, for, since the availability and use of 
antibiotics in the treatment of acute pelvic 
inflammatory disease, many young women have 
retained the patency of their tubes and so have 
been able to bear children.* Even when sal- 
Ppingitis is discovered during laparotomy, the 
tubes should not be removed. 

Ectopic pregnancy, the other and more frequent 
cause of tubal pathology, is more difficult to 
diagnose, except in the 15 per cent of patients 
who first are seen in shock with rather severe 
abdominal pain and with signs of hemoperitoneum 
due to tubal rupture.2 The other 85 per cent of 
cases present subacute symptoms. Low, localized 
abdominal pain, sharp and crampy in character, 
is the most dependable symptom, Slight to 
moderate vaginal bleeding, often appearing 
several days before the pain, is frequent. Definite 
amenorrhea, often mentioned as a classical sign 
of ectopic pregnancy, is the exception rather than 
the rule. The patient most often gives a history 
of daily or intermittent bleeding beginning when 
she is several days beyond her expected menstrual 
date, the bleeding lasting for several days or even 
for several weeks. Reports of the finding of a 
palpable adnexal mass have varied all the way 
from 25 to 43 to 70 per cent of cases and, there- 
fore, a mass is not of differential significance 
unless the diagnosis of ectopic pregnancy other- 
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wise is clear.7> Pregnancy symptoms are not 
dependable. Pregnancy tests are of questionable 
value. The leukocyte count may or may not be 
elevated. Repeated hemoglobin determinations 
may be of value when observation over a period 
of several days is necessary to make a diagnosis 
justifying operation. 

At laparotomy, cornual removal of the affected 
tube only or removal of an involved ovary and 
the tube will be necessary, but additional surgical 
procedures, such as appendectomy or suspension 
of the uterus, should be discouraged. 


Ovaries 


Acute symptoms of ovarian origin are those 
due to hemorrhage from an ovary and those due 
to torsion of the pedicle of an ovarian cyst. The 
former condition occurs with relative frequency, 
one author having estimated its incidence as once 
for every thirteen times that acute appendicitis 
causes lower abdominal symptoms.’ The latter 
condition, that is, torsion of an ovarian pedicle, 
occurs rather rarely. 

Intra-abdominal bleeding originating in the 
ovary usually is from a corpus hemorrhagicum 


_and therefore occurs during the last two weeks 


of the menstrual cycle. Women under twenty-five 
years of age are most often affected. Frequently, 
there is a history of previous attacks. For some 
unexplained reason, 88 per cent of hemorrhages 
from the ovary occur on the right side, so that 
the symptoms are confused frequently with those 
of an acute appendicitis.6 The pain and tender- 
ness of ovarian bleeding, however, usually are 
not as acute, and the location of the tenderness is 
an inch-or more below McBurney’s point. In 
fact, the symptoms and findings usually are not 
quite severe enough to require hospitalization 
until two or three days after their onset and then 
they gradually subside during the next two or 
three days. Most episodes of corpus hemor- 
thagicum bleeding should escape surgical inter- 
ference. 

In about 6 per cent of cases of ovarian hemor- 
thage, severe pain comes on suddenly and pelvic 
examination reveals an acutely tender mass in 
the vaginal vault on the affected side. The 
symptoms then simulate those of ectopic preg- 
nancy rather than acute appendicitis and are 
almost always due to a ruptured corpus luteum 
cyst. Such an attack may occur at any time 
during the menstrual cycle. There is frequently 
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a past history of dull, chronic, unilateral pelvic 
pain. The acute symptoms are severe enough and 
the bleeding is profuse enough to warrant surgical 
treatment, which should consist of excision of 
the cyst with preservation of the ovary, if 
possible, rather than odphorectomy. 

Spontaneous torsion of the pedicle of an 
ovarian cyst is an infrequent cause of acute ab- 
dominal symptoms, but should be kept in mind. 
It occurs most frequently in the second, third, 
and fourth decades of the lives of women having 
small or medium-sized ovarian cysts with long, 
thin pedicles. This mechanical accident makes 
itself known by sharp, crampy pains in the lower 
abdomen, followed by nausea and vomiting. On 
examination, 84 per cent of cases have shown a 
palpable tumor. The treatment of the condition 
is obviously surgical, usually consisting of re- 
moval of the affected ovary. 


Uterus 


Of the conditions of uterine origin causing 
acute abdominal symptoms, threatened abortion 
is the commonest one. Not infrequently, its 
symptoms suggest the possibility of an ectopic 
pregnancy. When differentiation of the two 
conditions is difficult, active treatment is delayed 
until the symptoms subside or until the increase 
in severity of crampy pains either results in in- 
creased external bleeding and abortion or pro- 
duces Signs of intra-abdominal bleeding and leads 
to a decision to open the abdominal cavity. 

Acute parametritis subsequent to uterine 
instrumentation or cauterization of the cervix is 
an occasional cause of pain in the pelvis and of 
an elevated temperature. The inflammation usually 
subsides under treatment with sulfonamides or 
antibiotics. 

On rare occasions, necrosis of a myoma of the 
uterus may occur and cause exquisite, localized 
tenderness and low-grade fever. Such necrosis 
follows interference with the notoriously poor 
blood supply of these tumors, The treatment of 
this condition is myomectomy or, in some cases, 
hysterectomy. 


Summary 


To summarize this brief discussion, differential 
diagnosis of the various gynecologic conditions 
causing acute lower abdominal symptoms fre- 

(Continued on Page 689) 
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ACUTE ABDOMINAL CONDITIONS 


Summary of Discussions 


N. LOGAN LEVEN, M.D. 
Saint Paul, Minnesota 


T HE subject of acute abdominal conditions has 

been ably presented from the viewpoint of 
the radiologist, the urologist, the gynecologist, and 
the surgeon. This is a large subject to summarize, 
so | will only touch on a few points. 

We are fortunate to be practicing in a period 
when we have the benefit of greater help from 
x-ray studies; more adequate knowledge of the 
physiology of the patient as a whole, including 
fluid and electrolyte balance ; availability of blood 


replacement by whole blood or blood substitutes ; _ 


antibiotics of increasing number and value, and 
the use of Wangensteen’s suction technique and 
its multitubular succéssors for intestinal decom- 
pression. 

Instead of routine administration of glucose in 
saline intravenously, some attention is given to the 
quality of the solutions, as evidenced by the in- 
creasing concern with conditions which result in 
potassium deficiency. The pediatricians first 
pointed out the significance of potassium loss in 
cases of prolonged diarrhea or vomiting. We 
now realize that the patient on gastric suction may 
require a daily supplement of potassium in his in- 
travenous fluids. The administration of fluids 
need no longer be a matter of guesswork but can 
be accurately determined. 

These valuable adjuncts in the care of patients 
have made the extreme “urgency” of acute ab- 
dominal conditions less necessary. A somewhat 
smaller premium may be placed on the dexterity, 
speed, and courage of the surgeon than formerly. 
We are now able to prepare these patients for 
surgery by rapid correction of dehydration and 
loss of electrolytes, correction of shock by trans- 
fusions, gastric and intestinal decompression, and 
the institution of antibotic therapy. We are en- 
abled to arrive at a more accurate diagnosis in 
many cases by observing the patient repeatedly in 
this period of pre-operative preparation. Thus 
the mortality and morbidity in the management of 
these cases has been decreased. 
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We should remember the teachings Dr. Rigler 
has presented. A qualified radiologist is not al- 
ways available to give us the benefit of expert 
interpretation of the x-ray picture. We must often 
rely on our individual ability and therefore should 
avail ourselves of any opportunity to improve this 
knowledge. 

There is one group of cases that might be in- 
cluded in the list of acute abdominal conditions 
that for lack of time we have not discussed at 
length. These are the congenital malformations 
of the gastrointestinal tract, the atresias, ste- 
noses, malrotations of the bowel, volvulus, hernia 
of the diaphragm, et cetera. Much information 
may be learned from a flat plate of the abdomen 
and chest without the administration of barium. 
Use of barium in these cases may complicate the 
operation and the postoperative course, as well as 
present the hazard of aspiration into the air 
passages. 

1 would like to stress the necessity of differ- 
entiating extra-abdominal from intra-abdominal 
conditions. Lesions of the pleura, lungs, heart, 
spinal column; and spinal cord may be the cause 
of abdominal pain, tenderness, and rigidity. Often 
a chest x-ray in children may save a needless 
operation. A pneumonia may present the ab- 
dominal findings of an inflamed appendix. The 
pre-eruptive stage of lower dorsal herpes zoster 
may simulate abdominal lesions. Extreme hyper- 
esthesia over the area of distribution of the nerve 
should put one on guard. 

In young children constipation not infrequently 
may cause right lower quadrant pain due to dis- 
tention of the cecum. This may be promptly re- 
lieved by a small enema. 

Although diarrhea is not common in appen- 
dicitis, we should watch out for acute appendicitis 
developing in the course of acute enteritis, espe- 
cially in children. The tragedy of overlooking this 
diagnosis is obvious. 

Probably no consensus will ever be reached re- 
garding the problem of early removal of the gall 
bladder versus conservative management in cases 
of acute cholecystitis. This condition is in no way 
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analogous to acute appendicitis. Dr. McDonald 
has given the principles that should be followed in 
these cases, 

Recent studies of Gross, Comfort, Mathieson, 
and Power have shown that the administration of 
opiates unquestionably may produce elevations of 
values for serum enzymes in some patients with- 
out pancreatic disease. Thus the clinical features 
as well as the laboratory data should point to 
pancreatitis or pancreatic disease to establish this 
diagnosis. 

The value of the nonoperative management of 
perforated peptic ulcer has been well demonstrat- 
ed by General Seeley of Walter Reed Army Hos- 
pital. This method of treatment deserves our 
careful consideration. It should be pointed out 
that the results of the operative treatment of these 
cases have also improved, undoubtedly due to an- 
tibiotics and a more intelligent management of 
the patient as a whole. At the Veterans Admin- 
istration Hospital in Minneapolis on the surgery 
service under the supervision of Lyle Hay, eighty- 
one patients with acute perforated peptic ulcer 
were operated on with but two deaths. There were 
an additional five patients who were seen late in 
whom abscesses were drained. Three deaths oc- 
curred in this group. In Hay’s series only 20 
per cent were seen in the first six hours, where- 
as in General Seeley’s series, conservative treat- 
ment was established in 50 to 60 per cent of 
cases within six hours after perforation. The in- 
cidence of complications is less in conservative 
treatment. These two series indicate that inten- 
sive interest in and excellent management of these 
cases will decrease the mortality of this condi- 
tion using either method of treatment. 

Bowel obstruction is not an infrequent acute 
abdominal condition which we are called on to 
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treat. In these cases there is usually no abdomi- 
nal rigidity apart from a strangulated coil of 
gut or with peritonitis. Evidence of a strangulated 
hernia should be sought. One may easily over- 
look a small femoral hernia in an obese patient. 
Previous surgery, recent or old, often is the cause 
of obstruction, due to an adhesive process. If 
there is no evidence of a strangulated obstruction, 
conservative treatment by intestinal decompres- 
sion and correction of electrolyte and fluid balance 
is indicated. If strangulation of the bowel is 
suspected, or if simple obstruction has not cleared 
up on a trial of conservative therapy, exploration 
of the abdomen is indicated. We should remem- 
ber that obstructions due to malignancies may 
present acute symptoms. 

In the cases of trauma to the abdomen, the chief 
question is whether or not a hollow viscus is rup- 
tured. If this is apparent, the injury—lacerated 
bowel or ruptured bladder—must be repaired. If 
a solid viscus is involved, blood loss must’be re- 
placed. The bleeding may stop and the patient 
may be observed. Evidence of continuing bleeding 
will require surgical intervention, as in the case of 
injuries to the spleen and less often in injuries 
to the liver or kidney. 

Dr. Sweetser clearly indicated the problem of 
the differentiation between acute appendicitis and 
obstructing right ureteral calculus, perinephric 
abscess, and acute seminal vesiculitis. 

Not only in the field of gynecology, as shown 
by Dr. Swendson, but in other acute abdominal 
conditions as well, it is to be remembered that ex- 
poratory laparotomy may be necessary to establish 
the cause. 

In conclusion, I wish again to emphasize the 
need of preoperative preparation in all patients 
having acute abdominal conditions. 
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such American citizens to a totalitarian country 
would effectually cure them. Subversives forced 
to leave for totalitarian shores, as a rule, long to 
return to America. Let us begin to think Ameri- 
can. We need not boast. America is unique, 
however, in having fostered a culture which has 
brought to the common man a standard of living 
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that has not been equaled anywhere on earth at 
any time. This was not presented us on a silver 
platter but is the result of sacrifice on the part 
of our forebears. It will require effort and sac- 
rifice on our part to preserve our precious her- 
itage. May our leaders be given understanding 
to meet the imminent crisis! 
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THE 1950 CANCER STATISTICAL STUDY 


By the Minnesota Department of Health 


N. O. PEARCE, M.D. 
Acting Director, Division of Heart Disease and Cancer Control 


and 


D. S. FLEMING, M.D., M.P.H. 
Chief, Section of Preventable Diseases 
Minneapolis, Minnesota 


INNESOTA residents hospitalized for treat- 
ment of cancer have been voluntarily re- 
ported to the Minnesota Department of Health, 
for study purposes, since January 1, 1948. Dur- 
ing the first year hospitals reported under the 
authority of Board of Health Regulation. In 
1949 the State Legislature by statute authorized 
the reporting program to assure legal protection 
for those participating. 

This program of reporting of cancer cases was 
ended December 31, 1950. During the three years’ 
study, 19,094 hospitalizations of Minnesota resi- 
dents'*with cancer were reported to the Division of 
Heart Disease and Cancer Control of the Minne- 
sota Department of Health. The study was dis- 
continued at this time because it was felt that 
further reports would not significantly add to or 
change the data compiled from the analysis of the 
cases on hand. In the present report, we shall re- 
view the picture of cancer among Minnesota resi- 
dents in 1950 and avoid discussion that would 
duplicate material presented in the 1948-1949 re- 
ports, which were published in MINNeEsota MeEpI- 
CINE issues of January and August, 1950. 

Distinction must be made between the number 
of reports received and the number of individuals 
represented by these reports. The 8,445 reports 
received for 1950 each represented a separate 
hospitalization but not necessarily a different case. 
When the readmissions to hospitals had been re- 
moved from the study, it was found that 6,706 
residents of Minnesota were hospitalized with 
cancer at some time during 1950 and reported to 
the Department. Of these persons, 86.5 per cent, 
or 5,804, were new cases never previously re- 
ported, and 902 cases had been reported in 1948 
or 1949. Of the new cases, many gave histories 
of malignancy or hospitalization in years before 
the study was begun. 

Several changes made in methods of reporting 
at the beginning of 1950 reveal data not avail- 
able during the first two years of the study. More 
reliable information was obtained by rewording 
the question pertaining to the methods of diag- 
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nosis. On the basis of 8,445 hospitalizations, diag- 
nosis in 82 per cent of the reports was confirmed 
by biopsy, in 4 per cent by gross examination at 
surgery, in 3 per cent by x-ray, in 9 per cent by 
clinical examination only, and in 2 per cent by 
miscellaneous combinations. In every case where 
history indicated that the original diagnosis of 
cancer was based on a tissue examination, it was 
so classified, regardless of whether confirmation 
was again made during the most recent hospitali- 
zation. 


Queries on methods of treating these patients 
during hospitalization were included in the ques- 
tionnaire. Data obtained revealed surgery to be 
the single treatment of choice in 48 per cent of 
the hospitalizations, radium alone in 2 per cent, 
and x-ray alone in 6 per cent. Surgery, x-ray and 
radium were used in different combinations in 9 
per cent of the cases, while 14 per cent received 
palliation, 4 per cent received other treatment, 
and 16 per cent received no treatment. 

Of the 6,706 patients hospitalized for cancer 
during 1950, 2,712 or 40.4 per cent were reported 
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to have died of cancer in the course of the year. 
Most of these deaths, 82 per cent, occurred in hos- 
pitals; but 14 per cent died at home; 4 per cent 
died in rest homes ; and less than 1 per cent died in 
locations outside the state. Information on deaths 
occurring outside hospitals was obtained through 
the death certificates received by the Division of 
Vital Statistics of the Minnesota Department of 
Health. Although a total of 4,375 Minnesota resi- 
dents died in 1950 of cancer, as indicated on death 
Certificates, only 2,282 of these deaths occurred 
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1950 CANCER STATISTICAL STUDY—PEARCE AND FLEMING 


TABLE I. CANCER CASES REPORTED ACCORDING TO 


COUNTY OF PATIENT'S RESIDENCE 





Total Number of 






















Reports Received 
County 1948 1949 1950 
MEE. ivtpoccncacsceeeenssenad cheeses 24 28 37 
SE. bin 66- cms Sesesnnebeseennntns beeen 31 18 34 
EE ania Nica bate-kbwed cabatia omen aaid 45 66 98 
EE gbbGeUirseg ne weds demkeiaeenmaed 31 36 50 
DL KLieiweeindassnanteadaee abun sero 17 17 19 
I< Sis odious: bo ce aca alae oenaeare 19 16 28 
i SED écrcstkekatadenaeeewenibeire 91 89 113 
EE 0.0005 60g0Keweeene$040600600R0R40 53 57 68 
REE 95565464 00-bs0selneddheekaeweenn 42 45 51 
MEY ithebieeeeonerueessebusaiabawes 20 27 42 
MD 6968006006 506's'2 640 bnd0bsnanndeods 31 20 45 
SED nondinrevcecegenswen Waabeeeenee 34 37 51 
DE sc600bwetetrwieveenuandeunabasee 24 19 42 
GD cskecbewees dwtreceeebentaamekenan 23 22 32 
SE v60k0esnetnbeseedewaseenncee 16 13 29 
PE AtkbetakvalS Rees wa teas beens 5 3 7 
GID aitins tanasacecesmnmushaseres 13 23 32 
i S66 civnscebedidedadesun deans 50 52 96 
PD: i ghapievewesveeweeawennesseaeads 49 68 86 
cic wbechanedteaeend cd sanseuaemeine 5 4 17 
I aso ics ai ark Gna ga guest acai eee all 42 32 60 
DE J sengedaatheaaeeunewenan bana 22 20 55 
DE f5b ude 6-s Ub deen eee 7 9 31 
DED chansevagecenceneboawanananawe 30 40 95 
0945140160160 %eatweseuees 57 66 109 
ME onb<ereeaue 10 19 27 
Hennepin (rural). 132 109 224 
Houston ... 4 10 13 
Hubbard 15 25 20 
Isanti 15 21 28 
Ktasca «+. 68 65 77 
Jackson 18 13 26 
Kanabec .. 21 9 30 
Kandiyohi 36 31 43 
CS eee . B 17 13 
Koochiching ... - 28 35 49 
Lac Qui Parle 24 14 27 
nseeie indices 19 26 39 
Lake of the Woods ‘a; 8 6 
EO BE occcones : a 41 72 
ae aos . & 16 14 
BEE ccieccweceen << 25 51 
ES eee ~~ 2 28 67 
Mahnomen ......... oo “Oe 8 11 
DE  ts¢tacnnde’ —— 12 25 
EE: dpb pices oene sane ; << aa 29 58 
OS Ea “ 2 28 47 
NL aise ea nlarn@d ete denies eed balia 44 37 36 
EEE EAE Reais eS 53 48 96 
BED ccccmccccencecenscesesceeesesees 47 61 100 
MEE? eudtieneksnesdeddesbesoeuseeeu es 21 14 34 
EE titnikied 4awekatueenmne aennenEeee 31 23 31 
: Annincs ed eoRaw eee ded waibeseh one 23 36 42 
DL ci¢dcuredebeebentaqesncenebeues 24 21 31 
CE, kivegnerendeoend es ebenkessawaeales 3 3 122 
SE ll vicekicdbereeneaienedioniianes 75 73 92 
NT errr 34 29 31 
DE cl paevekes heed ceeetadaewaeewstiesatie 24 37 44 
DD ci1ndés se dcgdebeenenede wean 9 10 20 
Dt i bimbtSeeiekhetersetndubne mentions 79 73 127 
BUD: vccndeeene6sesssccvsrnerenteuanne’s 16 13 43 
er ee ae 21 23 59 
EE nbveticiesgngceesbeeeeealeeees 17 16 37 
Kcace a eeou naman abe nee ae 27 27 77 
ED 460:4490400-00400656d0000008800000 28 38 31 
Dt Jcsserebesseiedsboebneeeniebeeneke 45 42 74 
DE. cctbdpewhhoaerinGrhentknosauweteee 5 3 20 
er Sar ee eee 26 16 26 
eS Ras ee perne 214 237 286 
BE .506004696000506000400600000000000 20 27 39 
DD sc ai-uignsedessesiansssede owen 17 12 20 
Sibley 23 40 
Stearns 146 248 
Steele 19 42 
Stevens 23 24 
Swift 22 53 
DE th eeh+iviakeneineseonsteaeueennmé 33 62 
EE icc cakectdenneeetenteeneneene 7 6 13 
WE 9560040006000 0 wees eveenssenes 25 20 42 
WED: -6.0:60:6.00-4000-0000000600604060%000 24 18 30 
WEN dtcecbesseencneweeesedesteseeas 8 12 32 
WEIN. 0.6466000060000600600000000000 45 56 78 
WIE ono vcccesccccscesovessovceses 26 23 47 
WHEE. ev vesencesccceseceonccsosercesne 17 16 36 
WIMORR ccccccecccvcccccccccccceccccece 44 54 104 
ee cain aaeneldaiacn eee sete 40 25 71 
Yellow Medicine .. eS 19 28 
PEED 5.0564s6s00000000002 (utenbeny 1358 1416 2023 
ie SE 6:0666405605.060009-00 0050008 ovese Tan 844 1195 
Duluth $6600000000069000000088 00s esos aan 327 460 
CE. onc ccccewcescnsesesc0csceseeee 7 36 4 
TONE 6-0:60:6:006 50 04000050000000000860% 5176 5473 8445 
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BREAST CANCER AMONG RESIDENTS OF MINNESOTA 
Reported during 1950 
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in hospitals and were thereby reportable to our 
study in 1950. 

The number of hospitals contributing to the 
study continued to increase during the year. By 
the end of 1950, 188 hospitals had reported cases. 
There was only one hospital from which reports 
were expected and not received. It was impossible, 
however, to evaluate the completeness of report- 
ing by each hospital co-operating, except through 
a check of their cancer deaths with death certifi- 
cates received in the Division of Vital Statistics. 
This revealed that only 50 per cent of the deaths 
occurring in hospitals were reported within two 
months after the death, and follow-up work was 
carried out on all known cancer deaths not re- 
ported for this study. Final analysis revealed that 
of the 2,282 deaths occurring in hospitals during 
the year, 2,221 were included in the study in 1950. 
Follow-up on death cases also brought out the 
discrepancies in diagnosis between a_ hospital 
medical record and the medical information con- 
tained on the death certificate. Frequently pa- 
tients reported as cancer deaths to Vital Sta- 
tistics were proved negative cancers on further 
investigations of autopsy and hospital records. 

Only one appreciable difference from the two 
previous years is noted in the distribution by 
site of the total number of cancers. Cancers of 
the skin in 1950 numbered 326, or 5 per cent of 
the total cancer cases reported. They numbered 
only 2 per cent of the total in 1948-49. This 
increase is attributed to a change in coding 
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CANCER OF MALE GENITALIA 
among Minnesota Residents, reported during 1950 
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URINARY GANCER AMONG RESIDENTS OF MINNESOTA 
Reported during 1950 
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diagnoses (from the use of Standard Nomen- 
clature of Diseases to International Statistical 
Classification of Diseases, Injuries, and Causes of 
Death) rather than an actual increase in the 
prevalence of the disease. 

Although the digestive tract continues to show 


1950 CANCER STATISTICAL STUDY—PEARCE AND FLEMING 


CANCER OF FEMALE GENITALIA 
among Minnesota Residents reported during 1950 
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more cases of cancer than any other of the body 
systems, the picture appears quite different when 
a breakdown is made by organs. In the total 
picture, cancer of the digestive tract comprises 32 
per cent of the total, and cancer of the breast is 
second with 14 per cent. When the breakdown is 
made, however, cancer of the stomach accounts 
for 9.7 per cent, colon 9.6 per cent, rectum 5.3 
per cent, and other digestive organs 7 per cent. 
Cancer occurred in the following percentages at 
various sites: 


Rs oti ees Seues ohiulin staan 14,34 
EE Rive Seas wee ee 9.67 
MR ica tdie sain Eecersh dh cba o Gaara Gauare tala 9.58 
ee ee Lee ren 8.26 
| eae ere eee 7.97 
Other digestive tract .......0..000 6.99 
SOIT, Oe IID oo doce ivcnecawsesiva 6.72 
RSME QUOD seein socked ecidaesssetaseen 6.05 
RNNNOEY THREE bd ncn ces nese racdsee Se 
EE Eee ee eee 
RS cn ecavs g o o ra waa aaa ats 4.86 
Other female Genital «....3.6.0.00.00:0000:0 3.84 
(AEA E er ORE ME a ee 3.62 
aa sk on kisece kA elk aed 2.40 
I I Ki oho skcdes cnvdavnsnce 2.08 
SOC ID hip ciee sieve ssweavnnaes 1.74 
Ce ree .90 


Results of the total findings of the three years 
study will be published soon. 
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THE EAR FINDINGS IN BRAIN TUMORS 


HENRY A. BROWN, M.D., and J. GRAFTON LOVE, M.D. 


Rochester, Minnesota 


F eeennecigaesr loss of hearing in brain 

tumors, excluding those located in the 
cerebellopontine angle, is an unusual finding. 
Dandy stated that (1) either the right or left 
temporal lobe of the brain might be removed 
and the hearing, determined by careful audio- 
metric examination, remain normal; (2) the 
entire right cerebral hemisphere had been re- 
moved with no decrease in auditory acuity; (3) 
the left occipital, frontal, and temporal lobes of 
the brain had been removed in _ different 
individuals without apparent deafness, and (4) 
he had never seen a brain tumor located between 
the medial geniculate body and the inferior 
colliculus anteriorly, and the point of entrance 
of the eighth nerve posteriorly, which interfered 
with cochlear function. 

Culler found that, in animals, removal of the 
entire cerebral cortex brought about a 70 to 75 
decibel loss of hearing, that destruction of the 
crossed fibers of the opposite lateral lemniscus 
caused a 10 decibel drop in hearing, and that 
elimination of the fibers of the uncrossed lateral 
lemniscus resulted in a 10 decibel deafness. It 
would seem, therefore, that crossed and un- 
crossed cochlear fibers are of equal importance 
in carrying out the function of hearing. 


Tumors of the temporal lobes produce a 
facilitating influence by which induced labyrin- 
thine nystagmus is of longer duration toward the 
side of the lesion than toward the contralateral 
side. Fitzgerald and Hallpike first demon- 
strated this phenomenon in man by douching the 
ears alternately with hot and cold water and 
timing the resulting nystagmus. Thus in a lesion 
of the right temporal lobe, hot water syringed 
into the right ear, and cold water syringed into 
the left ear, both would produce a nystagmus to 
the right, the nystagmus in each case being of 
longer duration than that resulting from douching 
of the right ear with cold water and the left ear 
with hot water, both of which would produce 





Dr. Brown is in the Section on Otolaryngology and 
Rhinology, and Dr. Love is in the Section on Neurologic 
Surgery, Mayo Clinic, Rochester, Minnesota. 

Read at the annual meeting of the Minnesota State 
Medical Association, Rochester, Minnesota, May 1, 1951. 
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nystagmus to the left or away from the side of 
the tumor. Cawthorne, Fitzgerald and Hallpike 
used the term “directional preponderance” for 
this prolonged nystagmus. At the Mayo Clinic, 
Anthony recently confirmed the finding of 
directional preponderance of induced nystagmus 
toward the side of the lesion in tumors of the 
temporal lobe but was not sure that the finding 
added appreciably to the information already 
obtained from other examinations. 

It is our belief that, in most instances, 
disturbance in vestibular or cochlear function by 
brain tumors, to such an extent that the otologist 
can be of real value in the diagnosis, occurs only 
when the lesion injures the cochlear or vestibular 
divisions, or both divisions, of the eighth nerve 
from their nuclei peripherally. This usually 
places the tumor in the cerebellopontine angle. 
Meningiomas, gliomas, hemangiomas, aneurysms, 
cysts and many other types of tumor may be 
found in this region between the petrous pyramid, 
brain stem and cerebellum, but the most common 
is acoustic neurofibroma, a tumor’ which 
originates from the neurilemma of the vestibular 
branch of the eighth nerve, and arises usually, if 
not always, from within the internal auditory 
meatus, 

Cushing was the first to stress the chronology 
of symptoms produced by this tumor and stated, 
“The clinical diagnosis of acoustic neurofibroma 
can be made with reasonable assurance only 
when auditory manifestations definitely precede 
evidence of involvement of other structures of 
the cerebellopontine angle.” Deafness was the 
first symptom in twenty-five of Cushing’s thirty 
cases. Ireland found deafness to be the most 
outstanding single symptom in seventy-eight of 
ninety-two cases; however, he found disturbed 
vestibular function as shown by caloric test to 
be the most common finding in adequately 
examined patients. He stated that testing of the 
vertical canals of the opposite ear had not been 
carried out in his series. Nonfunctioning laby- 
rinth on the side of the acoustic neurofibroma, 
and nonfunctioning vertical canals and normal 
horizontal canal on the contralateral side seem 
to be the generally accepted finding in acoustic 
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neurofibromas. We had come to wonder why 
we were unable consistently to duplicate this 
finding in carrying out caloric examinations in 
instances of acoustic neurofibroma, and con- 
sequently we reviewed the records of 146 patients 
who had been operated on at the Mayo Clinic 
and the diagnosis microscopically confirmed. 

One hundred and thirty-three patients were 
considered to have had sufficient examination of 
hearing for fairly accurate evaluation. In every 
instance there was some degree of hearing loss; 
however, two patients presented a moderate loss 
of hearing in which the conduction element was 
prominent, and in one patient the only drop in 
hearing was an island loss for the frequencies 
of 2048 and 4096. Fifteen patients had mild to 
moderate nerve deafness. In all eighteen 
instances in which the loss of hearing was some- 
what atypical there was a very underactive or 
nonfunctioning vestibular labyrinth. 

Adequate caloric tests had been carried out in 
seventy-nine instances. The technique of the test 
was either that of mass douching of the ear with 
water at 68°F., as proposed by Barany, or that 
of the modified Kobrak-ice water test; both 
horizontal and vertical canals were tested on each 
side. Nonfunctioning labyrinth on the side of 
the tumor with normal contralateral horizontal 
and vertical canals was found in sixty instances, 
or about 75 per cent of patients. Very hypoactive 
labyrinth on the side of the lesion with normal 
contralateral horizontal and vertical canals was 
found in thirteen instances, or about 15 per cent 
of patients. Nonfunctioning labyrinth on the 
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side of the tumor with nonfunctioning vertical 
canals on the contralateral side was present in 
six, or 7 per cent of patients. 


Conclusions 


1. In our series of 146 patients with acoustic 
neurofibroma who underwent operation, every 
adequately tested patient showed some degree of 
hearing loss. 

2. Patients having mild or atypical loss of 
hearing all showed marked decrease in labyrin- 
thine function. 

3. By far the most common response to 
caloric stimulation was nonfunctioning labyrinth 
on the side of the tumor with normal vertical and 
horizontal canals on the opposite side. 
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ACUTE ABDOMINAL CONDITIONS 


Surgical Aspects 


(Continued from Page 662) 


tension type suture without any attempt at closure 
of individual layers. Usually, this surgery can be 
carried out with the help of 1 per cent novacaine 
injected locally, but a general anesthetic should 
be used when necessary. Closure by layers is not 
only time consuming, but is unnecessary and often 
ineffective. 

In summary, we would stress the importance of 
accurate diagnosis, the judicious use of laboratory 
procedures, and the application of sound surgical 
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principles when dealing with an acute abdomen. 
Unnecessary trauma may then be avoided in non- 
surgical conditions and better results will be ob- 
tained in those coming to surgery. 
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' MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 
Rochester, Minnesota 


(Continued from the June issue.) 


Francis Asbury Sanborn (1837-1921), a member of the regular medical 
profession, was for thirteen years (1870-1883) a physician and surgeon in 
Rochester, Olmsted County, Minnesota. 

A son of John Sanborn and Caroline Harrington Sanborn, Francis Asbury 
Sanborn was born on October 19, 1837, in Vermont. The details of his academic 
schooling have not been available, but it is known that he was a man of superior 
culture and education. His degree of doctor of medicine he received on June 8, 
1859, from the Medical College of the University of Vermont, at Burlington. 
The Burlington Daily Times of the following day described the graduating ex- 
ercises, held at the town hall, of the class of twenty-seven members; Francis A. 
Sanborn had chosen as the subject of this thesis, “Faculties of the Mind.” 

Family records reveal that Dr. Sanborn practiced a year or two in Vermont 
before settling in Piqua, Miami County, Ohio, where he was attracted by oppor- 
tunity in the new country. In Piqua on September 12, 1866, he was married to 
Georgiana De Frees, a native of Piqua and a graduate of Dennison College, Den- 
nison, Ohio; she was born on November 22, 1843, a daughter of George Cavin 
De Frees and Amanda Furrow De Frees. 

In 1870 with their two sons, George De Frees Sanborn (May 26, 1868-April 16, 
1874) and Frank Asbury Sanborn (February 9, 1870- ), Dr. and Mrs. San- 
born came to Rochester, Minnesota. Their third son, Walter De Frees, was 
born in Rochester on May 22, 1875, and a fourth son, John De Frees, on March 
14, 1882. The family home was in East Rochester at the corner of College Street 
and Dubuque Street. The doctor’s first office was on Broadway. After five years 
in practice alone, Dr. Sanborn was in partnership from February, 1875, to 
October, 1879, with Dr. Hector Galloway, until Dr. Galloway left Rochester for 
Fargo, Dakota Territory. In that period Dr. Sanborn and Dr. Galloway were 
county physicians (jointly) for the city of Rochester and the townships of 
Rochester, Cascade, Haverhill and Marion; those were the days when the 
county physician attended the sick poor, furnished his own transportation, supplied 
medicines and kept case records, all for $200 a year. Later Dr. Sanborn had his 
office in the Ramsey Building, on Zumbro Street, over the Weber Drugstore and 
the adjoining offices of Dr. William W. Mayo and his son, Dr. William J. Mayo. 
A lasting friendship between the two older physicians began in those years, so 
that subsequently, in the course of his travels, Dr. W. W. Mayo on various 
occasions paid visits of some weeks in the Sanborn home in Los Angeles. And 
William J. Mayo, both as a student and as a newly graduated physician, in 1883, 
found in Dr. Sanborn an understanding friend who encouraged him in his dreams 
and ambitions and who sometimes acted as a surgical helper in his earliest 
operations. 
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Dr. Sanborn is recalled in Rochester as an able and dependable physician, a 
man of distinguished appearance and careful grooming, a gentleman of high 
character and fine feeling. His wife was a gracious lady. In the Sanborn home 
the appointments and the amenities of living were unusual in a middle western 
town of the time. 

When the cyclone of August 21, 1883, brought destruction and death to the 
northern section of Rochester, Dr. Sanborn was one of the local physicians 
responsible for the care of the injured, among the wreckage of homes and in the 
improvised hospital in Heaney’s Hall. Influenced perhaps by his storm to seek 
a more equable climate, in the autumn of 1883 Dr. and Mrs. Sanborn and their 
three boys removed to Springfield, Missouri, where the doctor had spent the 
previous winter for the benefit of his health. Two years later the family established 
their permanent home in Los Angeles, California. In that city, with headquarters 
on Sunset Boulevard, Dr. Sanborn continued in active medical practice. After 
Mrs. Sanborn’s death on December 17, 1919, he survived less than two years, 
his death occurring on February 3, 1921. 

The youngest son, John De Frees Sanborn, died in Los Angeles on December 
17, 1943. The eldest surviving son, Frank Asbury Sanborn, in 1947 had been 
for forty-four years in residence and in business in Mexico, D. F., Mexico. 
Walter De Frees Sanborn had retired some years earlier from active participation 
in the internationally known “Sanborn Hermanos, S. A.” and was residing in 
Los Angeles. 


Charles Q. Scoboria, born about 1856, a graduate of the medical department 
of Harvard University in 1880, was for some twenty-five years an able physician 
and surgeon in southern Minnesota, long in Sherburne County, for three years 
in Olmsted County and five in Wabasha County. 

Dr. Scoboria came to Minnesota late in 1880 or early in 1881, it is believed, 
and into 1888 was associated chiefly with Elk River, Sherburne County. In the 
first few years of that period, however, he was well known in Hennepin, Wright 
and Stearns Counties and farther north in Itasca and Aitkin Counties also, in all of 
which he served as a special health officer, appointed by the Minnesota State Board 
of Health, in quelling epidemics of smallpox, a disease which raged in the state 
in those years. His reports to Dr. C. N. Hewitt, secretary of the state board, 
in which he modestly stated that his work was confined for the most part to 
vaccination and to quarantining of infected families, give a vivid picture of the 
difficulties and hazards which physicians met in that work: ignorance, superstition 
and defiance on the part of the population. Some of the people, principally the 
Americans, welcomed protection, but many, of foreign birth and extraction, al- 
though they dreaded smallpox, accepted it as inevitable, and dreaded vaccination 
more than the disease. Dr. Scoboria’s record makes clear the valiant auxiliary 
role played by the clergy in skillful vaccination and care of the sick and in proper 
disposal of the dead. 

In the summer or the autumn of 1888, succeeding Dr. E. A. Holmes, who had 

- removed to North St. Paul, Dr. Scoboria settled in Oronoco, Olmsted County, 
where he had a large practice and where “with his amiable wife he was an addi- 
tion to the social circle.” At an entertainment for the benefit of the school library, 
it has been noted, Dr. Scoboria and the Reverend M. Cross sang a duet, “Lar- 
board Watch! Ahoy!” In Oronoco, in March, 1890, the doctor was elected 
justice of the peace, but failed to qualify. A year later he was appointed county 
physician for the townships of Oronoco, New Haven and Farmington. 
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Early in July, 1891, Oronoco, again deprived of its only physician, regretted 
the removal of Dr. Scoboria to Mazeppa, about eight miles north, in Wabasha 
County. In Mazeppa he remained in active practice into 1896, when he returned 
to Elk River. 

At the fourteenth annual meeting of the Minnesota State Medical Society, at 
St. Paul, on June 6, 1882, Dr. Scoboria was admitted to membership, and at this 
meeting, the committee on surgery, reporting on work of the preceding year, 
credited Dr. Scoboria and Dr. E. C. Spencer with a report of seven surgical cases 
of different types. On October 29, 1883, under the new Minnesota medical 
practice act, Dr. Scoboria received certificate No. 186 (R). Soon after his 
arrival in Oronoco he was elected to membership in the Olmsted County Medical 
Society ; in 1891, then in Mazeppa, to the Wabasha County Medical Society (its 
president, 1893) ; and in 1893 to the Southern Minnesota Medical Association. 

After his return to Elk River Dr. Scoboria remained there for about ten years. 
The Northwestern Lancet on April 15, 1905, stated that Dr. Scoboria, a well- 
equipped practitioner, had decided to move to North Yakima, Washington. This 
physician’s name has not been noted in any issue of the directory of the American 
Medical Association. It is said that his death occurred in Washington. 


Edgar T. Sedgwick was graduated on June 20, 1877, from the Bennett 
College of Eclectic Medicine and Surgery, in Chicago, and shortly afterward began 
the practice of his profession in Zumbrota, Goodhue County, Minnesota. In 
October, 1879, he removed to Rochester, Olmsted County, and opened an office 
in the new Olds and Fishback Block on Broadway, for general practice, with 
emphasis on treatment, with new remedies, for diseases of the throat and lungs. 
Early in 1880 he purchased the residence of Judge L. Barber, on College Hill, 
as a home for his family. 

Various newspaper items concerning Dr. Sedgwick’s affairs have been noted: 
The doctor was a worker for temperance, chaplain of the local Loyal League of 
Temperance. In June, 1880, when Dr. George W. Nichols, county coroner, left 
Rochester for Dakota Territory, the county commissioners appointed Dr. Sedgwick 
coroner to fill the vacancy. In June, 1881, he was elected treasurer of the Min- 
nesota State Eclectic Medical Society, at a meeting in St. Paul. He received visits 
from his brother, Dr. S. R. Sedgwick, of Wheaton, Minnesota, “a professor in 
one of the medical colleges in Chicago.” In the summer of 1881 Dr. E. T. 
Sedgwick entered partnership with Dr. Joel H. Horton, an eclectic practitioner 
newly arrived in Rochester. This association was dissolved three months later. 

In the early eighties Dakota Territory was drawing many settlers of all occupa- 
tions from Minnesota, and Dr. Sedgwick, after making several trips of investiga- 
tion, left with his family for Huron or vicinity in April, 1883. Under the terri- 
torial medical practice act of 1885 he registered on February 18, 1886, as of 
Frankfort, Spink County (South Dakota). 

Evidently Dr. Sedgwick returned to Minnesota. In the Official Register of 
Physicians of Minnesota for 1883-1890 he was listed as of Zumbrota, Goodhue 
County, holder of an exemption certificate under the affidavit clause of the medical 
practice act of 1887. The issue of 1883-1909 listed him as living but gave no ad- 
dress. 


Charles G. Seifert in March, 1879, departed from Rochester, Olmsted 
County, for Swan Lake, Turner County, Dakota Territory, where he would 
practice his profession. Other record of this physician has not been found. 
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Joseph George Skaro (1859-1901?), a native of southern Minnesota, prac- 
ticed medicine in the community of Rock Dell, Olmsted County for about one year, 
beginning in the spring of 1882, before settling in Minneapolis. During his resi- 
dence in Rock Dell, it has been said by an early settler and friend of the local 
Giere family, Dr. Skaro acted as medical preceptor to Eric O. Giere, who be- 
came one of Minnesota’s leading physicians and surgeons. 


Born in St. Peter, Nicollet County, on January 10, 1859, Joseph G. Skaro was 
a son of Asgrim (Asbjorn) K. Skaro (1829-1864), who came from Hallingsdals, 
Norway, to the United States in 1845. Asgrim K. Skaro merits special mention. 
In 1846 he enlisted in the regular army of the United States and thereafter 
served in the Mexican, Indian (Minnesota) and Civil Wars. During the Indian 
War he was stationed at Fort Fairmont, Blue Earth County. Early in the Civil 
War, then a resident of St. Peter, he organized Company E of the Second Regi- 
ment Minnesota Volunteer Infantry and became its captain; he was mustered in 
on July 5, 1861, and resigned on March 20, 1862. A few months later he 
organized Company D of the Ninth Regiment Minnesota Volunteer Infantry and 
served as its captain until his death in line of duty on December 16, 1864, at the 
Battle of Nashville, Tennessee, with the division of General George Henry 
Thomas: “In charge of the works Captain Skaro of Company D, a brave and 


gallant officer was killed. . . . He was a thorough soldier and greatly beloved by 
his men.” 


Joseph G. Skaro probably received his early education in the schools of St. 
Peter and his first medical instruction under a preceptor. There is discrepancy 
in data as to the year of his graduation from the College of Physicians and Sur- 
geons of Keokuk (Iowa). A directory of physicians, dentists and druggists of 
Minnesota and Wisconsin (Galen Gonser & Co., Publishers, 1890) gives 1880; 
the Official Register of Physicians of Minnesota, 1883-1890, gives 1883. There is 
reason to believe that 1880 is correct: It is recorded that for a year prior to his 
arrival in Rock Dell Dr. Skaro practiced medicine in Pierce County, Wisconsin, 
and an Olmsted County newspaper fixes the time of his settling in Rock Dell, with 
his office in the village post office, as March or early April, 1882. He was licensed 


in Minnesota on October 11, 1883, under the current medical practice act, re- 
ceiving certificate No. 80 (R). 


On March 9, 1883, the Rochester Post announced that Dr. Skaro had removed 
to Minneapolis and was established at 115 Washington Avenue, South. “The 
community of Rock Dell and vicinity lost in the departure of Dr. Skaro an efficient 
physician and estimable citizen universally liked and respected by all with whom 
he came in contact.” Subsequently he made occasional visits at Rock Dell. In- 
cidentally, the Rochester Post of March 16, 1883, stated that Dr. Skaro’s brother, 
A. Skaro, had accepted a position at the state hospital for insane at St. Peter. 

The Northwestern Lancet of October 15, 1901, carried the following item: 
“Dr. J. G. Skaro, who has practiced medicine in Minneapolis since 1880 [sic] 
is seriously ill and it is not expected that he can recover.” 


For many years there practiced in Minneapolis, at 123 Washington Avenue, 
South, and later at other addresses, Dr. Alvah K. Skaro (born 1864, graduated 
from the Louisville Medical College in 1886, licensed in Minnesota in 1886) and 
Dr. Edwin A. Skaro (graduated from the Minnesota Hospital College in 1887, 
licensed in the state that year). In 1942 only Dr. Alvah K. Skaro was listed, as 
of Minnetonka Beach, in the directory of the American Medical Association. 
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Julius Franklin Slocum (1844-1874), a young physician of promise, served 
his brief professional career in Marion, Marion Township, Olmsted County, in 
the early seventies. 

One of the eight children of George W. Slocum and Rhoda Mantor Slocum, he 
was born in Crawford County, Pennsylvania, on February 19, 1844. Ten years 
later parents and children were to be among the earliest settlers of Mantorville, 
Dodge County, Minnesota. According to a history of Dodge County, of 1884, 
the children of the family were: Lucy A. (Mrs. Charles) Gleason, Maysville, 
New York; Emma Josephine, wife of Dr. Orin W. Sadler, an early physician of 
Dodge County and Olmsted County and other near-by counties in the seventies ; 
Mary Minerva, Pittsburgh, Pennsylvania; Augusta Eveline (Mrs. Charles H.) 
Benton, Dodge Center, Minnesota; Samuel Mantor, who became a physician and 
removed to Idaho; Sara Lida, Maysville, Pennsylvania; Minnie Kate (Mrs. Fred) 
Bancroft, an adopted daughter, St. Paul; and Julius Franklin. The family were 
Universalists. : 

The migrations of the Mantors and the Slocums who were pioneers in Dodge 
County illustrate well the westward trend of population in the first half of the 
nineteenth century. The Mantor parents, were natives of Albany County, New 
York, who in 1825 immigrated into Pennsylvania; three of their children were 
Peter, Riley and Rhoda. .The Slocum parents were natives of Providence, Rhode 
Island, who early in the century removed to Monkton, Addison County, Vermont, 
and in 1834 to Venango, Crawford County, Pennsylvania, where they opened a 
farm. The son, George W. Slocum, born on August 23, 1818, in Vermont, became 
a lumberman in Pennsylvania. He was married on September 20, 1841, to Rhoda 
C. Mantor. The next trek of these families was initiated by Peter Mantor (who 
became a captain in the Union Army during the Civil War) and Riley Mantor. 
In the autumn of 1853 these brothers pioneered into Minnesota Territory and in 
Dodge County became the founders of Mantorville; early in 1854 they built and 
began operating the first general store and the first sawmill in the community. In 
1854 George and Rhoda Mantor Slocum and their children arrived in Mantorville 
and settled on a near-by farm which they pre-empted. Mrs. Slocum died in 1865. 
Mr. Slocum in Dodge County was farmer and real estate dealer, member of the 
first board of county commissioners, and in due time clerk in the office of the 
judge of probate; his brother, Henry G. Slocum, also became a well-known 
citizen of the county. 

Julius Franklin Slocum received his early education in the district and the 
village schools of Mantorville, his academic training, it is believed, at the old 
seminary at Wasioja, which in his student days was the Northwestern. College 
(a few years later it was the Groveland Academy). Dr. C. E. Bigelow, of Dodge 
Center, has said, “I believe that I am correct in saying that all of the young men 
of Dodge County (of that early period) who studied medicine later, attended the 
seminary.” J. F. Slocum when very young was married at Mantorville on April 
20, 1861, to Lena M. Green; his wife, born in Vermont, in 1850, came early with 
her parents into the community of Concord and Mantorville. 

It has been stated that Julius Franklin Slocum during the Civil War enlisted 
from Dodge County and served with the Tenth Regiment Minnesota Volunteer 
Infantry. In the postwar period he studied medicine, probably under a preceptor, 
and “was for a time a student at the state university of Michigan, at Ann Arbor.” 

Sometime in 1871 or 1872 Dr. Slocum settled in Marion, Olmsted County, where, 
highly esteemed and respected, he ably practiced his profession. In March, 
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1872, he was appointed county physician for the townships of Elmira, Orion, 
Marion and Pleasant Grove, at an annual salary of $100; and again in March, 
1874, at a salary of $150. In the summer of 1874, when his health was failing 
rapidly, Dr. Slocum sought benefit at the medicinal springs of Waukesha, Wis- 
consin. On November 13, 1874, at his home in Marion, he died from tuberculosis 
and diabetes. Dr. Slocum was a member of the Mantorville Masonic Lodge and 
he was accorded Masonic funeral rites; more than a hundred Masons, com- 
prising delegations from the lodges of Mantorville, Rochester, Pleasant Grove and 
Eyota, paid him respect. Services were held at the church in Marion and burial 
was in the village cemetery. 

Dr. Slocum was survived by his wife and his son, Franklin. A few years later 
Lena Green Slocum was married to Charles Severin Beaulieu, native of France, 
physician and preacher, who practiced medicine in Concord, Dodge County, from 
1878 into 1880. Eckman and Bigelow, in their recent article on early medical 
practice in Dodge County, included biographical notes on Dr. Beaulieu. 


John Van Smith, born about 1828 in Columbus County, New York, came to 
Minnesota in 1855 and settled not long afterward in section 13, Cascade Town- 
ship, Olmsted County ; his post office was Rochester. In 1865 and 1866 he served 
as town clerk of Haverhill Township, adjoining Cascade on the east. In the 
Andreas Illustrated Historical Atlas of Minnesota, published in 1874, John V. 
Smith, of the foregoing address, was listed, “Magnetic and Eclectic Physician.” 
The Rochester Post of February 2, 1892, carried the following note: “Dr. J. 
Van Smith died at Arkansaw, Wisconsin, last week, aged sixty-four years. He died 
of a complication of diseases, among which was dropsy. Mr. Van Smith was 
one of the first settlers and left here in 1874.” A venerable resident of Rochester 
has recalled that after this practitioner’s death his wife and his son lived north 
of Rochester on the Lake City road, probably on the original homestead. 


Dr. Stewart, a homeopath, was in Byron, Olmsted County, in the early 
nineties. An elderly citizen of the community has recalled the presence of this 
practitioner, his personal appearance, his once being called in an emergency, but 
official record is lacking. 


Augustus White Stinchfield (1842-1917), a citizen and physician of out- 
standing personal and professional merit, practiced medicine in southern Minne- 
sota from 1872 until his death, in two counties and three communities: Dundas, 
Rice County, from 1872 into 1873; Eyota, Olmsted County, from 1873 into 1892; 
and Rochester, Olmsted County, from 1892 into 1917. 

Born on December 21, 1842, at Phillips, Franklin County, Maine, he was a son 
of Jacob H. Stinchfield, a farmer, and Jane R. Whitney Stinchfield, both of whom, 
of English ancestry, were natives of Franklin County. His brothers and sisters 
were Charles, Lura, Nellie, Eliza (Mrs. Dan Wethern), Abbie, Minnie (Mrs. 
Henry True) and Clara (Mrs. Bert Richardson) ; Charles died in military service 
in the Civil War. The paternal grandfather of these children was Nathan 
Stinchfield, a citizen of Franklin County, Maine, as was his father, John Stinch- 
field. The maternal grandfather was Andrew Whitney, a native of Phillips, Maine, 
who served with the American army in the War of 1812; he was a descendant 
of Peregrine White, who was the first English child born in America, on the 
Mayflower in Cape Cod Bay. 

Augustus W. Stinchfield was educated at the local schools of Phillips and of 
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Strong, about ten miles away, and at Phillips Academy; at the academy, after 
graduation, he tutored in mathematics. In 1863 he came west to Wisconsin, where 
he taught: school for a year. In 1864 he enlisted as a private in Company F, 
Thirty-ninth Wisconsin Regiment of Volunteer Infantry, from which he was 
honorably discharged, because of illness, after 100 days of service. Thereafter 
he obtained his medical education: After a year at the Medical College of Maine, 
of Bowdoin College, he spent a year (1865) at the University of Michigan, and 
then returned for two years at Bowdoin College, from which he was graduated 
as a doctor of medicine in 1868. 

Returning to the West, Dr. Stinchfield carried on his first medical practice at 
Verona, Lawrence County, in southwestern Missouri, from 1869 into 1872. In 
the latter year he settled in Dundas, near Northfield, in Rice County, Minnesota, 
where he remained a year and a half, until the autumn of 1873, when he removed 
to Eyota, Olmsted County. Here he succeeded Dr. Charles E. Teel, who was 
transferring to St. Paul; within a few months Dr. Teel returned-to Eyota for a 
residence of several more years. 

In Eyota Dr. Stinchfield for nineteen years practiced medicine of fine and in- 
telligent type and by precept and example gained worthy members for the medical 
profession. There came under his direct influence, most of them as his students, at 
least eight young men, all but two of them local boys, who became well-qualified, 
ethical physicians. Among them were Edgar A. Holmes, Nathaniel S. Lane, Amos 
L. Baker, Milan J. Hart, Eustis Singleton and Romeo R. Stevenson; the first 
four long practiced their profession in Minnesota, beginning in Olmsted County. 

Augustus W. Stinchfield was married at Eyota on May 1, 1878, to Martha Jane 
Sear, schoolteacher and native of Olmsted County, third of the eleven children of 
Mr. and Mrs. Benjamin Bear, who were among the earliest settlers of the county. 
Mr. Bear was of German-Swiss descent, his wife of English ancestry. To Dr. and 
Mrs. Stinchfield were born, at Eyota, five children: Nellie M., Charles I., Minnie, 
Lura and Alice ; Charles died when a youth, in a railway accident at Dover. The 
family home, a roomy -frame structure, with veranda, still is in use (1947). 
Early in his practice Dr. Stinchfield built a brick office building, still standing, at 
the rear of the Dyar and Ingham Drugstore in the village. 

During the period in Missouri and through the years in Eyota Dr. Stinchfield 
experienced to the full the hardships of weather, roads, clinical emergencies and 
inadequate equipment which were part of village and rural practice of the time, 
bringing to all situations humor, kindliness and keen judgment. There are 
many anecdotes of those decades: One story that he enjoyed was of the first time 
that he prescribed medicine in capsules ; when he next called at the patient’s home, 
a member of the family handed him the empty capsules, saying “Doctor, here 
are your little bottles.” For many years he was county physician for the town- 
ships of Quincy, Viola, Dover and Eyota, and health officer for the vicinity of 
Eyota and the townships of Eyota and Viola. Under the “Diploma Law” of 
1883 he was licensed in Minnesota on January 10, 1884, receiving certificate No. 
678 (R). 

An able student, throughout his professional career devoted to the advance of 
scientific medicine, Dr. Stinchfield quietly achieved a distinguished reputation as 
a physician. Shortly after his arrival in Minnesota, in 1872, he became a mem- 
ber of the Minnesota State Medical Society, which from that time he served 
variously, as contributor of reports and papers, member and chairman of stand- 
ing committees, corresponding secretary in 1873, and delegate several times to 
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the American Medical Association, in which he was enrolled in 1875. On settling 
in Olmsted County he became part of the Olmsted County Medical Society and 
in 1885 was one of those responsible for reorganization of the group as an active 
component part of the state society; he was the second president of the new 
county society. In 1892 he was a founder of the Southern Minnesota Medical 
Association. The published list of his writings includes only a few of his many 
contributions on varied clinical subjects. 


Dr. Stinchfield recognized the value of clinical travel and postgraduate study. 
Almost annually throughout his active years he made trips east, spending five 
or six weeks visiting hospitals and medical schools. In 1889 he took a course at 
the New York Polyclinic Medical School and Hospital? In April, 1891, the 
Eyota correspondent of the Rochester Post stated: “Dr. A. W. Stinchfield and 
daughter Nellie returned home from Chicago last Wednesday. The doctor went to 
Chicago to take a polyclinical course in medicine. It is gratifying to the people 
of Eyota to know that they have a physician who will not permit cobwebs to 
accumulate on him, but who will keep abreast of the times.” 


Agreement in concept of the art and science of medicine, together with mutual 
respect and esteem, led to the close association of Dr. Stinchfield and the Drs. 
Mayo, father and sons, in Rochester. In February, 1892, accepting the invitation 
of the Mayos to join them as copartner, Dr. Stinchfield turned over his extension 
practice to young Dr. Rollo C. Dugan, of Dover, and removed with his family to 
Rochester. Here his work changed in scope but not in direction. It has been 
said that at the height of his practice in Eyota Dr. Stinchfield established there a 
small hospital to meet the local needs, but the statement has not been confirmed. 
In Rochester, as diagnostician, medical adviser and chief of the medical staff, he 
became an important factor in the development of St. Mary’s Hospital and the 
Mayo Clinic. Gradually Dr. Stinchfield centered his chief attention on the diag- 
nosis of and treatment for diseases of heart and lungs. In 1906, because of ad- 
vancing years and changing interests, he retired as partner in the firm of the 
Drs. Mayo, although he retained his office and continued a limited advisory prac- 
tice. In his latest years, after his nominal retirement from clinical practice, he 
devoted considerable time to finance and became a ranking officer in various 
banks and trust companies in southern Minnesota and in North Dakota. 

Dr. Stinchfield’s avocations and affiliations show forth the well-rounded character 
of the man. He found joy in gardening, especially in rose culture, and on early 
summer mornings would be at work among his flowers. He owned a farm near 
Eyota where he bred gaited horses; his chief interest in horses, however, although 
he had one famous pacer, Lebbeus I., who for several seasons won honors on 
race track circuits, was in always having a spanking team of driving horses for his 
own use. Every autumn found him in North Dakota when the prairie chicken 
season opened. He had satisfaction in collecting an excellent library, and enjoy- 
ment in committing poetry to memory, particularly the verse of the New England 
poets, much of which he memorized on his long country rides in the early years. 
A raconteur of charm, he had a notable collection of stories. He was a member 
of the Republican Party, of the Custer Post of the Grand Army of the Republic, 
a sustaining member of the Congregational Church. He joined the local Masonic 
lodge in 1875, became a director of the order, and a member of the Knights 
Templar and of the Shrine. As a citizen he was influential in essential civic and 
cultural movements. 


Dr. Augustus White Stinchfield died in Rochester from apoplexy on March 15, 
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1917, in his seventy-fifth year, survived by Mrs. Stinchfield and four daughters. 
When Martha Bear Stinchfield died in Rochester on June 29, 1940, she was 
survived by her daughters, twelve grandchildren and six great-grandchildren. She 
was a past worthy matron of the Eastern Star; she had been honored as a Delta 
Gamma Mother, all her daughters and her granddaughters being members of the 
Delta Gamma sorority. Three of the daughters are married to physicians, one is 
the wife of an attorney: In 1947 there were living in Rochester, Nellie Stinchfield 
(Mrs. William F.) Braasch, Lura Stinchfield (Mrs. Henry W.) Meyerding, and 
Alice Stinchfield (Mrs. Mark W.) Anderson; Minnie Stinchfield (Mrs. Montre- 
ville J.) Brown was residing in St. Paul. 

There can be no better picture of Dr. Stinchfield as a physician than that given 
by the Sisters of St. Francis, of St. Mary’s Hospital, Rochester, when they wrote 
of him in 1922: “With the scientific acumen and adaptability for teamwork that 
characterize the best type of physician in group medicine of today, Dr. Stinchfield 
combined all the lovable traits of the Doctor of the Old School. He was sympathet- 
ic and kindly ; his patients were his, no matter how many others helped to take care 
of them. He was gentle and considerate, and all who came in contact with him 
felt the charm of his sincere friendliness and high-minded benevolence.” 


Edwin Dexter Stoddard (1850-1937), member of the regular profession, was 
a general practitioner of medicine in Olmsted County, Minnesota, from 1875 into 
1903, when he retired from practice and removed to California. 

Born at Farmington, Franklin County, Maine, on April 3, 1850, he was a son 
of Nelson Stoddard, who was a farmer, and Mercedes Record Stoddard, and when 
a child came with his parents and his brothers and sisters, Frank P. and Roscoe, 
Ellen (Mrs. Bowers) and Emma (Mrs. Cortelyou) to a farm home in Viola 
Township, Olmsted County. Later the family lived in Rochester, where Nelson 
Stoddard became a merchant. 

Edwin D. Stoddard obtained his early education at the public schools of 
Rochester and his first medical instruction, after his graduation from high school, 
from the pioneer physicians, Dr. Edwin C. Cross and his brother Dr. Elisha W. 
Cross, in whose offices he studied. Thus prepared, he entered the Chicago Medical 
College, and on March 16, 1875, was graduated with the degree of doctor of 
medicine. Soon afterward he began in the village and community of High Forest, 
High Forest Township, a practice that was to continue for nearly thirty years. 
He possessed the liking and support of the laity and of the medical profession of 
the county. On occasion he called in consultation the Drs. Cross or the Drs. 
Mayo and in due time, with the opening of St. Mary’s Hospital, at Rochester, he 
had hospital facilities. Typical local comment in the earlier years at High Forest 
was, in March, 1883, “They say the doctor hurries a little too much for the 
state of the roads,” and in January, 1889, “Dr. Stoddard would be sick in bed if 
he had time.” 


On November 27, 1879, Edwin D. Stoddard was married to Ellen Dodge at the 
home of Mr. and Mrs. A. K. Knapp, of Rochester. Ellen Dodge, who was born in 
1855 at Le Sueur, Minnesota, became in her early childhood a member of the 
Knapp household, where she grew up as a cherished daughter. Mr. and Mrs. 
Knapp, pioneer citizens of distinction, came from Vermont to High Forest Town- 
ship in 1857 and established their first Minnesota home on a farm near Stewart- 
ville; Mr. Knapp is credited with having introduced here Holstein-Friesian cattle 
and Norman-Percheron horses and English carriage horses. 
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Dr. and Mrs. Stoddard soon after their marriage converted into a beautiful 
home the dignified building, originally a residence, which for a term of years 
housed the historic High Forest Seminary. 

With the coming of the Winona and Southwestern Railway to Stewartville, that 

hamlet experienced rapid growth, and in November, 1890, Dr. Stoddard, attracted 
by the opportunity offered, became the first resident physician of the village. He 
soon built a handsome home and, in partnership with H. D. Morse and Charles 
N. Stewart, a business block, and established a drug store in partnership with F. 
L. Wood. In 1897 Dr. Francis W. Burns, a native son of High Forest Town- 
ship and a medical graduate of 1896, joined Dr. Stoddard in practice; this asso- 
ciation continued until Dr. Stoddard’s retirement and removal to California. Dr. 
Burns in 1901 was married to Mabel Opal Knapp, only daughter of Mr. and Mrs. 
A. K. Knapp. 
” For the greater part of his years of practice in Minnesota Dr. Stoddard was 
county physician for the townships of Rock Dell and High Forest and for the 
village of High Forest and sometimes for Stewartville. He was licensed on 
May 7, 1884, under the Minnesota medical practice act of 1883, receiving certif- 
icate No, 902 (R). Although record has not appeared that he was a member 
of the State Medical Society, he was a member of the Olmsted County Medical 
Society (its vice president in 1891) and of the Southern Minnesota Medical As- 
sociation. For a time he was local surgeon to the Winona and Southwestern Rail- 
way Company. He was a member of the Congregational Church. He traveled 
extensively in this country and, in his later years, abroad. An early interest in 
farming and stock raising, in Grant County, Minnesota, led to a lasting interest 
in real estate and horticulture in California, where his investments resulted in a 
considerable fortune. 


Dr. Edwin D. Stoddard died from cardiac disease on May 26, 1937, in Beverly 
Hills, California, at the age of eighty-seven years, survived by his wife. There 
were no children of the marriage. Mrs. Stoddard’s death occurred in Beverly 


Hills on October 9, 1943. 


B. F. G. Stone, a native of Jeffersonville, Kentucky, and sometime a resi- 
dent of Delta, Ohio, came to Rochester, Minnesota, from Kansas in the late autumn 
of 1860 and established himself with his office over Woodard’s drug store and his 
residence two doors east of the Baptist Church. Having been announced in the 
press both as an eclectic practitioner and as a homeopathic physician, he stated in 
correction that he was an “M.D. of the Old School Class.” He became a member 
of the Rochester Masonic Lodge No. 21 (A. F. and A. M.), on the basis of 
previous membership in Fulton Lodge No. 248 at Delta, Ohio. As a member of 
the Olmsted County Temperance Society it was said that he spoke “forcibly and 
well.” He moved away from Rochester probably some time in 1861. 


(To be continued in the August issue.) 














President’s Letter 


A CHALLENGE TO THE MEDICAL PROFESSION 


| lap dnecedagnge and, in some cases, expanding medical education in the United 

States is a challenge which the medical profession of this nation has met with 
vigorous and constructive leadership. The American Medical Association orga- 
nized the American Medical Education Fund in December, 1950. On May 16, 
1951, a public announcement was made of the establishment of the National Fund 
for Medical Education. This National Fund for Medical Education is made up of 
representative groups of American society, including business, industry, agriculture 
and labor. They have pledged their efforts to raise unrestricted funds for medical 
education enough to help medical schools solve many of their most serious prob- 
lems. The objective of the National Fund is to raise annually from various 
sources substantial funds for the support of the nation’s medical schools. This will 
be on a national level. The American Medical Education Foundation has an- 
nounced it will merge contributions with those of the National Fund. Contribu- 
tions received will be distributed to the various medical schools. 


The creation of the new aid to medical schools of the country will give the 
medical education program a new sense of security. Contributions by the individual 
physicians will be sent to the American Medical Education Foundation. In making 
his contribution a physician may designate specific schools for his contribution. 
This is a matter which merits earnest consideration. Federal aid would place our 
medical schools in danger of Federal control which would sooner or later destroy 
their freedom. 


Those of you who attended the Annual Meeting of the Minnesota Medical 
Foundation and Minnesota Medical Alumni have had first-hand information as to 
the various needs of the University of Minnesota Medical School. All were agreed 
that the medical school program should not be curtailed and that some system of 
aid should be found. It was felt that expansion should be continued to meet present 
and future needs. May we expect that the physicians of Minnesota will contribute 
generously to the American Medical Education Fund. 


Marner 


President, Minnesota State Medical Association 
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AMA JUNE MEETING 


WELVE thousand American doctors can’t be 

wrong when they attend a medical convention. 
And there were 12,229 doctors and an additional 
16,167 guests and others at the annual meeting 
held at Atlantic City in June. Compare this 
registration with the 10,241 physicians at the San 
Francisco meeting last year. Next June the meet- 
ing will be in Chicago, in 1953 in New York, and 
again in San Francisco in 1954, The 1951 Clinical 
Session will be held in Los Angeles, in Denver in 
1952, and in St. Louis in 1953. 


Dr. Elmer L. Henderson of Louisville was the 
retiring president. Those who have followed his 
pronouncements which have appeared in the AMA 
Journal and elsewhere cannot fail to feel proud of 
the intelligent way in which he has conducted the 
affairs of the Association and particularly its 
public relations. The past year was a crucial one 
for the medical profession. The proposal to end 
the private practice of medicine, spearheaded by 
President Truman and Oscar Ewing, was suc- 
cessfully combatted by the publicity campaign 
directed by Clem Whitaker and Leone Baxter. 
Those members of county and state medical so- 
cieties who backed the AMA campaign with their 
assessment and membership dollars—and they 
constitute the great majority of the membership— 
can justifiably feel proud of their share in saving 
the profession and perhaps the nation from social- 
ism. The AMA program is not simply one of 
obstruction to changes in the practice of medicine 
proposed by socialistic-minded individuals in our 
government particularly, but, as outlined to the 
House of Delegates by our retiring President 
Henderson, includes a positive program for the 
betterment of the nations health. 

Dr. John C. Cline of San Francisco, the new 
AMA president, in his inaugural address to the 
House of Delegates which was broadcast to the 
nation, stated that “no health crisis or medical 
emergency exists in this country” and told his 
listeners of the activities and aims of the AMA. 
Members who heard him must have felt proud 


to be a part of such a truly American and demo- 
cratic institution. 
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The president-elect is Dr. Louis H. Bauer, of 
Hempstead, New York, who has been chairman of 
the Board of Trustees and has served in many im- 
portant capacities in the AMA. In his address to 
the House of Delegates after the announcement 
of his election, he warned against relaxation in 
our efforts to prevent the socialization of our pro- 
fession, though the threat seems to have been 
thwarted for the present. It had been planned 
to dispense with the services of the team of 
Whitaker and Baxter at the close of the year. 
Apparently with the feeling in the House of Dele- 
gates that the publicity campaign being directed 
by them should not be entirely abandoned, the 
“team was retained on a half-time basis for 1952. 

Dr. Dwight H. Murray of Napa, California, is 
succeeding Dr. Bauer as chairman of the Board 
of Trustees. Dr. Walter B. Martin of Norfolk, 
Virginia, was re-elected to the Board for a five- 
year term, and Dr. David B. Allman of Atlantic 
City was elected a member of the Board to fill 
the three years of Dr. Bauer’s unexpired term. 

Dr. Allen O. Whipple of New York City, 
whose contributions to the field of operative sur- 
gery have been outstanding, received the Dis- 
tinguished Service Award of the Association. 
Major Generaf Harry G. Armstrong, surgeon 
general of the United States Air Force, who has 
contributed more than seventy-three scientific 
papers to the field of aviation medicine, ran Dr. 
Whipple a close second in the voting of the Dele- 
gates. 

A conference of presidents and other officers of 
state medical associations, which has come to be an 
annual affair on the Sunday preceding the AMA 
session, consisted this year of four outstanding 
addresses by : a physician, Dr. W. Andrew Bunten 
of Cheyenne, Wyoming, past president of the 
‘Wyoming State Medical Association; a news- 
paper editor, Edwin F. Abels, past president of 
the National Editorial Association and editor of 
the Lawrence Outlook of Lawrence, Kansas; a 
clergyman, The Most Reverend John J. Wright, 
Roman Catholic Bishop of Worcester; a legis- 
lator, Senator Richard M. Nixon of Whittier, 
California. If and when the addresses are pub- 
lished, they will provide valuable reading. 
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HERR CHRISTIAN STOCK 


HERE seems to be no limit to the methods 

used by the proponents of socialized medicine 
to further the cause. Now Herr Christian Stock, 
past president of Hesse, one of the five German 
states in the American zone, is visiting this 
country as a guest of the American government. 
This would seem an innocent performance, but 
Herr Stock was the first German leader to advo- 
cate a system of compulsory governmental health 
insurance for the German people after World 
War II and almost succeeded. The plan was the 
objective of the Communists, Socialists and large 
unions in Germany. Now Herr Stock is travelling 
in the United States under the auspices of the 
State Department and is making informal talks 
in favor of socialized medicine. Not so innocent a 
visit as it seems! If this is not an example of the 
use of government funds for propaganda purposes 
to influence legislation, what is it? 


IS THERE A DOCTOR SHORTAGE? 


y inne QUESTION of whether there is a pres- 

ent shortage of doctors seems to be much in 
the limelight today. In an article which appeared 
in the Saturday Evening Post for May 26, 1951, 
Dr. Franklin D. Murphy, dean of the School of 
Medicine at the University of Kansas, says there 
is a shortage. He refers to a statement made re- 
cently by Dr. Howard A. Rusk, chairman of the 
Health Resources Committee of the National Se- 
curity Resources Board, to a group of medical 
school deans that his committee had calculated 
the country would need some 210,600 active phy- 
sicians by 1954, which would be 22,000 more than 
we would have at the present rate of production. 

Paul de Kruif, on the other hand, in an article 
in the Reader's Digest for June, states that the 
idea that there is a shortage of doctors emanates 
largely from the Federal Security Agency in 
Washington and is a false idea. 

What is the public to believe ? 

Here are some of the facts bearing on the 
question, some of which are brought out by the 
two articles mentioned. 

While there was one doctor per 568 persons 
in the country in 1909 and one per 760 in 1949, 
the ratio has remained stationary the past thirty 
years. 

Our country suffered from an over-production 
of inferior doctors preceding the Flexner report 
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on medical schools in 1910. As an ultimate result 
of that report, we have only Grade A medical 
schools today. Better medical education and ad- 
vance in medical science and hygiene have result- 
ed in the marked improvement in the health of the 
population. Surely, the health statistics fail to 
indicate any lack of medical care. 


The doctor of today, with modern methods of 
transportation, can care for several times the num- 
ber of patients that the horse-and-buggy doctor 
could. The increased use of hospitals has accom- 
plished the same result. ’Tis true that while there 
is less disease, the automobile and other mechan- 
izations, have produced a frightful increase in 
accidents. , 

The medical schools have recently increased 
their output of graduates. According to Dr. 
Stockton Kimball, of the Association of Ameri- 
can Medical Colleges, the present medical schools 
have expanded their output in recent years equiv- 
alent to the opening of fifteen new medical 
schools. 


The building of new medical schools is not 
a thing of the past. A new school in Seattle 
graduated its first class in 1950. A new one 
in Los Angeles is in the course of construction. 
Funds have been appropriated in Jackson, Missis- 
sippi, for a new medical school. Funds for the 
construction of a new medical and dental school 
at Rutgers have been appropriated. New schools 
for Connecticut and for Florida have been pro- 
posed. 


The unequal distribution of physicians accounts 
for much of the present-day agitation about the 
presumed shortage. Worthwhile steps are being 
taken in a number of states to provide doctors for 
sparsely settled areas. Scholarship funds have 
been established for the training of doctors from 
and for rural communities. Local communities in 
need of a doctor have equipped offices and pro- 
vided for free rent for a time as inducements 
to attract a doctor. Some of the western states 
without medical schools have made arrangements 
with those that have for the education of their 
prospective doctors. For instance, students from 
Wyoming may enter the medical school in Den- 
ver, pay the regular tuition of $575 charged a 
Colorado resident, and the state of Wyoming pays 
the state of Colorado $2,080, the balance between 
the cost to Colorado of a year’s education and the 
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HOSPITAL SERVICE SETS ALL-TIME HIGH 


American hospital service reached an all-time 
high during 1950, according to the annual report 
on hospitals made by the Council on Medical Edu- 
cation and Hospitals of the American Medical 
Association. 


The biggest increase in the number of patients 
admitted came from the non-governmental hospi- 
tals, where the increase amounted to 304,955. 
The report compared the figures for 1949 and 
1950, stating that the total patients admitted in 
1950 was 17,023,513, while that of 1949 was 16,- 
659,973. 

It is interesting to note that although the non- 
governmental hospitals had only 29 per cent of 
the bed capacity, they accounted for nearly 75 
per cent of the total admissions. The general 
hospitals, with a bed capacity of 587,917, or 40 
per cent of the total, provided service for the 
most people—93 per cent of all patients admitted. 
The average daily census of these hospitals was 
nearly 35 per cent of the patient load of all hos- 
pitals. 


EWING SANCTIONS MEDICAL PROGRESS! 


Federal Security Administrator Oscar Ewing 
must believe in the campaign strategy, “If you 
can’t beat ’em, join ’em,” for he said recently, 
“We have made great strides in the past fifty 
years in reducing the toll of disease. The average 
child born this year can look forward to about 
twenty years longer life than one born in 1900.” 

It is possible that Oscar Ewing, realizing on 
which side his political bread is buttered, would 
like to claim some small share of the credit for 
medical progress—on what authority, it is quite 
impossible to tell. If such is the case, his methods 
are much too obvious, for the above comment was 
made after he had spent considerable time criti- 
cizing the terrible deficiencies of medical care. 

A recent editorial in the Saturday Evening 
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Post candidly wonders just who Oscar Ewing 
meant by his use of the above word “we.” The 
editorial comments : 


“Surely not the denizens of the nefarious system of 
private medical care which he has just been telling off 
as definitely no good! Or are ‘we’ the politicians and 
bureaucrats who have been urging the country to give 
up a system which has prolonged human life by twenty 
years in exchange for something which up to now 
hasn’t done much more than make human life not 
worth prolonging?” 


Continuing along the same vein, the Post quotes 
misuse by Oscar Ewing of still another pronoun: 

“And that floating ‘we’ isn’t the only pronoun that 
Oscar kicks around. A little later in -the article for 
the AFL house organ he explains that ‘it’ has ‘pro- 
vided Federal funds to help states and communities build 
new hospitals and health centers.’ If you think ‘it’ re- 
fers to the taxpayer, who really does provide the fund, 
you’re wrong. By ‘it’ Oscar meant the Hospital Survey 
and Construction Act. Naturally.” 


MEDICAL LEADER RAPS “FELLOW 
THINKERS” 


Comparing proponents of socialism and those 
who have even mild socialistic leanings, to the 
“fellow-travelers” of the Communist camp, Dr. 
Ernest E. Irons declared that these socialist “fel- 
low-thinkers” are equally dangerous to Ameri- 
can Freedom. Dr. Irons, former president of the 
American Medical Association, spoke recently at 
the annual meeting of the Illinois State Medical 
Society. 

Dr. Irons stated that socialist fellow-thinkers 
are those “more gullible intellectuals” who become 
trapped by the “liberalism” tag on proposals for 
the socialization, first of medicine, then of the 
United States. He said: 

“Following the well-known pattern of Marxism, so- 
cialist propagandists gathered about them a company 
of people, some of whom had acquired prominence in 
their own fields of science or letters, but had little real 
knowledge of the fundamentals of economics, or gov- 
ernment. . . . Socialism acquired its fellow-thinkers as 


Communism had its fellow travelers... . 
“While they profess to be liberal in viewpoints, they 
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are actually being gullible. They do not intend to be 
unpatriotic, but their actions appear to belie their 
plea of patriotism.” 


Medicine Spearheads Fight 


Dr. Irons emphasized the importance of contin- 
uing the fight against the inroads of socialism, 
not only in medicine, but in any phase of life 
where it could appear. He reminded Americans 
that “Medicine, the first settor attacked, unex- 
pectedly fought back instead of surrendering, and 
now has become the spearhead of the citizens’ 
fight to avoid Socialist encirclement.” 


For those who still think that America cannot 
escape bureaucratic domination leading to enslav- 
ing controls, Dr. Irons said, “Such faint hearts 
need only recall the period of 1840-1860 when 
other good people doubted the possibility of abol- 
ishing physical human slavery and preserving the 
Union.” Similar stoutheartedness is necessary yet, 
he said, and continued: 


“Bureaucratic and socialistic enslavement of the in- 
dividual can and will be overcome just as surely, but 
only by a return to fundamental moral and economic 
principles. 

“Then we shall have more national self-respect; more 
general respect for our Constitution and for the free- 
dom which it provides. Then we can more effectively 
oppose the evil forces of socialism in its several forms, 
whose false prophets have brought nations, small and 
large, to this present critical pass. Then can we suc- 
cessfully assist the forces of humanity and righteousness 
throughout the nations of the world to relieve misery 
and to regain their own self-respect and their respect 
for the dignity and liberty of the individual citizens.” 


COMMITTEE HITS AMA SPENDING 


The vituperative Committee for the Nation’s 
Health, working with underhanded vigor for the 
Administration’s socialistic compulsory health in- 
surance scheme, has again felt the need to shout 
out against American medicine’s hard-hitting 
health education campaign. 


Apparently feeling the brunt of the campaign’s 
effects, the Committee, in a recent bulletin, whined 
its objection to the fine work. of the American 
Medical Association’s National Education Cam- 
paign in promoting the voluntary way in Ameri- 
can life. 

Analyzing what it calls the “AMA quarterly 
lobbying reports,” the Committee compared what 
American doctors spent to help defeat the threat 
of socialism, with what the Committee itself spent 
to foster Truman’s National Health Program. 
It reported that the Committee spent less than 
1.5 cents against each AMA dollar. 
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The Committee seems to forget that, beside 
what it spent to support socialized medicine, 
the vast governmental facilities of Oscar Ewing’s 
Federal Security Agency were used to distribute 
material for compulsory health insurance. 


The Committee also heralds the fact that “no 
tie-in advertising whatever appeared in The New 
York Times, Boston Herald, or Madison Capi- 
tal Times, Of the 65,250 tie-in advertisers, one- 
third were local business firms such as druggists, 
surgical supply houses, and others selling serv- 
ices or goods related to health care. Their adver- 
tising, for the most part, appeared in smalltown 
papers.” 

Apparently the Committee has missed the point 
of the entire National Education Campaign—to 
reach the smalltown folks, to let them know 
the facts about voluntary health insurance and 
government controls. The Committee was so 
busy trying to combat this positive approach to 
the situation that it did not realize how well the 
campaign had worked, or how successfully it had 
done its intended job. 


MODERN MEDICINE NO FOUNTAIN 
OF YOUTH 


The very thing that has characterized modern 
medical progress is the thing which gives it con- 
siderable difficulty—the provision of additional 
years of life. Dr. Frank Dickinson of the Ameri- 
can Medical Association’s Bureau of Economic 
Research, discussed this problem in an address 
before the American College of Physicians. He 
felt that some of the proposed legislation in the 
medical health field seeks to force the physician 
to deliver something which cannot be obtained. 


Cannot Produce Miracles 


In relating the many benefits of longer life, 
Dr. Dickinson stated that it is important to real- 
ize that although scientific experiment and study 
enable constant advances in medicine, the modern 
doctor should not be expected to produce miracles. 
Dr. Dickinson said: 


“The very respect which the physician has gained 
is today endangered. . . . To the family of the dying 
man, there is no adequate medical care. We can get 
enough bread, enough rest, enough excitement at any 
one time; but we cannot get enough of life, The 
doctor can save few accident victims who are dying. 
Yet because he cannot perform miracles, the doctor 
has been attacked as not fulfilling his duties. The in- 
creases in deaths from heart disease and cancer are 
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pointed to as evidence of his failure. The public does 
not consider that the deaths due to these older diseases 
are as different from deaths due to other diseases as a 
worn-out tire is different from a blown-out tire. The 
phyisician is forever denied an ultimate triumph. If 
his patient does not die today, he will die in 20 years, 
or 30. But the public, refusing to recognize this, de- 
mands legislation which will make the physician provide 
the Fountain of Youth.” 





THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul 2, Minnesota 


Julian F. Du Bois, M.D., Secretary 


ST. PAUL WOMAN PLACED ON PROBATION 
FOLLOWING SIX-MONTH JAIL TERM 


Re. State of Minnesota vs. Helen A, Heck 


On April 6, 1951, Helen A. Heck, forty-three years of 
age, 809 Iglehart Avenue, Saint Paul, Minnesota, was 
placed on probation by Judge Gustavus Loevinger in the 
District Court of Ramsey County. The probation is to 
cover a maximum period of eight years, following a 
plea of guilty on September 19, 1950, by the defendant 
to an information charging her with the crime of abor- 
tion, and a prior conviction in 1947, for a similar of- 
fense. The defendant served six months in the Ramsey 
County Jail prior to April 6, 1951, in connection with 
the present case. 

The defendant, who holds no license to practice any 
form of healing, was arrested by Saint Paul police of- 
ficers in September, 1950, following the hospitalization 
of a twenty-two-year-old Minneapolis divorcee who was 
suffering from an infection following a criminal abor- 
tion. The investigation also disclosed that the defendant 
had attempted an abortion on a second patient. The 
Court was advised that the defendant received $265 for 
her services in the Minneapolis case and $425 for her 
services in the second case. The abortion equipment con- 
sisting of a speculum, fourteen rubber catheters and 
other medicinal preparations were found in the apart- 
ment of the defendant. 


MINNEAPOLIS MAN SENTENCED FOR 
CRIMINAL ABORTION 


Re. State of Minnesota vs. Claude E. Warfield 


On May 28, 1951, Claude E. Warfield, fifty-five years 
of age, Apartment 207, 1419 First Avenue South, Min- 
neapolis, was sentenced to a term of not to exceed four 
years in the State Prison at Stillwater, by the Hon. 
Paul S. Carroll, Judge of the District Court of Hen- 
nepin County. Warfield had previously entered a plea 
of guilty on April 19, 1951, to an information charging 
him with the crime of abortion. Because the defendant 
allegedly suffers from a serious heart condition, Judge 
Carroll stayed the sentence and placed the defendant on 
Probation for two years. However, Judge Carroll 
warned the defendant that if he again got into the 
abortion -racket, or attempted to practice healing in any 
manner, he would have to serve his sentence irrespec- 
tive of the condition of his health. 

Warfield, who represented himself as “Dr. Warner,” 
was arrested by Minneapolis Police officers on April 
10, 1951, following an investigation made by them and a 
representative of the Minnesota State Board of Medical 
Examiners. That investigation disclosed that Warfield 
had performed an abortion by means of a catheter on a 
twenty-eight-year-old unmarried Minneapolis woman. 
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Warfield received $250 for his services. The patient 
had been referred to Warfield by one Gustave Carl 
Ekstrom, fifty-eight years of age, 2306 W. 52nd Street, 
Minneapolis, who represents himself as an astrologer. 
A signed statement was obtained from Ekstrom in which 
he admitted that he had furnished the patient with War- 
field’s name. Ekstrom also admitted that he received 
$50.00 from Warfield. Ekstrom also admitted that in 
May, 1950, he had sent a sister of the patient to the 
defendant for an abortion. Warfield admitted that he 
also performed that abortion. Warfield has worked 
at various jobs but holds no license to practice any form 
of healing in Minnesota nor elsewhere. 





ACUTE ABDOMINAL CONDITIONS 
Gynecologic Aspects 
(Continued from Page 665) 


quently is difficult and has not proved to be 
highly accurate. 


Accurate diagnosis of these conditions often 
can be made only by opening the abdominal 
cavity. 

A careful effort should be made to arrive at a 
correct diagnosis because some conditions, namely, 
ectopic pregnancy, bleeding from a _ ruptured 
corpus luteum cyst, twisting of the pedicle of an 
ovarian cyst, and necrosis of a myoma of the 
uterus, require surgical treatment, while other 
conditions, namely, acute salpingitis, bleeding 
from a corpus hemorrhagicum, threatened abor- 
tion, and acute parametritis, should be treated 
medically. 


The signs and symptoms of the more frequent 
of these conditions and some points of, differential 
diagnosis have been discussed. 
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Minnesota State Medical Association 
HOUSE OF DELEGATES—SUMMARY OF PROCEEDINGS 


Rochester Session—April 30, May 1 and 2, 1951 


First Meeting, Sunday, April 29, 1951 
Cafe, Hotel Kahler 
Rochester, Minnesota 


The Ninety-eighth Annual Session of the House of 
Delegates of the Minnesota State Medical Association 
was held in the Cafe, Hotel Kahler, Rochester, Minne- 
sota, beginning at 2 p.m., Dr. C. G. Sheppard, Hutchin- 
son, Speaker, presiding. 

Dr. Sheppard called the meeting to order. After ap- 
proval of the minutes of the 1950 session, Dr. Sheppard 
introduced Dr. R. L. MacCornack, Whitehall, Wiscon- 
sin, Speaker of the House of Delegates of the Wiscon- 
sin State Medical Association; and Justice Frank Gal- 
lagher, Waseca, Minnesota, who spoke briefly to the 
House. 

Dr. R. L. J. Kennedy read the report of the Finance 
Committee, which noted that the slight decrease in net 
worth of the Association was due to decreased mem- 
bership and increased general costs. The Finance Com- 
mittee’s report was accepted. 

Dr. Sheppard then called for the reports of the Ref- 
erence Committees. Dr. C. W. Moberg of Detroit Lakes 
reported on the Medical Education Reports. 


Medical Education Reports 


Dr. Moser: The Committee on Medical Education 
Reports met in the Hotel Kahler on April 29, 1951. All 
members were present. The following reports were 
considered : 


Committee on Cancer—A. H. Wells, M.D., Duluth, 
Chairman 

Committee on Conservation of Hearing—L. R. Boies, 
M.D., Minneapolis, Chairman 

Committee on First Aid and Red Cross—John S. 
Lundy, M.D., Rochester, Chairman 

Heart Committee—F. J. Hirschboeck, M.D., Duluth, 
Chairman 

Committee on Hospitals and Medical Education— 
H. S. Diehl, M.D., Minneapolis, Chairman. 

Committee on Public Health Nursing—Mario Fisher, 
M.D., Duluth, Chairman 

Committee on Syphilis and Social Diseases—P. A. 
O'Leary, M.D., Rochester, Chairman. 

Committee on Tuberculosis—J. A. Myers, M.D., Min- 
neapolis, Chairman 

Committee on Vaccination and Immunization—R. N. 
Barr, M.D., St. Paul, Chairman. 


The Committee accepted these reports with the fol- 
lowing recommendations and comments: that the pro- 
gram of cancer education be continued in a manner 
which is most feasible and which seems proper to the 
Cancer Committee; that the House of Delegates ap- 
prove in principle the plan of the Committee on First 


In accordance with action by the Council of the Min- 
nesota State Medical Association in 1944, publication of 
the proceedings of the House of Delegates is limited to 
summary. 
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Aid and Red Cross for treatment of shock and intra 
venous measures in the event of major disaster, leaving 
the working out of details to the Committee; that the 
plan of the Committee on Tuberculosis for the control 
of the disease among displaced persons be approved by 
the House of Delegates. 


The House of Delegates accepted the Report of the 
Reference Committee on Medical Education Reports as 
a whole. 


Dr. Sheppard then called for the report of the Ref- 
erence Committee on Miscellaneous Scientific Reports, 
Dr. L. E. Steiner, Albert Lea, Chairman. 


Miscellaneous Scientific Reports 


Dr. STEINER: The Reference Committee for Miscel- 
laneous Scientific Reports met on the Mezzanine of the 
Hotel Kahler on April 29, 1951, and considered the fol- 
lowing reports: 


Committee on Anesthesiology—R. C. Adams, M.D., 
Rochester, Chairman : 

Committee on Child Health—G. B. Logan, M.D., 
Rochester, Chairman 

Committee on Diabetes—J. R. Meade, M.D., St. Paul, 
Chairman 

Committee on Fractures—E. T. Evans, M.D., Minne- 
apolis, Chairman 

Committee on General Practice—R. H. Creighton, 
M.D., Minneapolis, Chairman 

Historical Committee—Robert Rosenthal, M.D., St. 
Paul, Chairman. 

Committee on Industrial Health—L. S. Arling, M.D., 
Minneapolis, Chairman 

Committee on Maternal Health—J. J. Swendson, M.D., 
St. Paul, Chairman 

Committee on Medical Testimony—E. M. Hammes, 
Sr., M.D., St. Paul, Chairman 

Committee on Military Affairs—J. H. Tillisch, M.D., 
Rochester, Chairman 

Committee on Nervous and Mental Diseases—W. P. 
Gardner, M.D., St. Paul, Chairman 

Committee on Ophthalmology—T. R. Fritsche, M.D., 
New Ulm, Chairman 

Committee on Public Health Education—F. J. Elias, 
M.D., Duluth, Chairman 

Committee on Radio—R. M. Burns, M.D., St. Paul, 
Chairman 

Speakers Bureau—H. M. Carryer, M.D., Rochester, 
Chairman 

Editorial Committee—C. B. Drake, M.D., St. Paul, 
Chairman 


The Committee approved the reports with the fol- 
lowing recommendations and comments: that the Com- 
mittee on Anesthesiology consider arranging for or 
sponsoring a training program for nurse anesthetists in 
Minnesota to help alleviate the reportéd shortage; that 
the problems inherent in the “Askov plan” be referred 
back to the Committee on Child Health or discussed by 
the House of Delegates; that one-day refresher courses 
on orthopedics and allied subjects, as suggested -by the 
Committee on Fractures, be correlated through the Uni- 
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versity of Minnesota Continuation Center; also that the 
Fracture Committee’s suggestion to change the Red 
Cross First Aid courses to the eighth grade level be con- 
sidered impractical; that the Minnesota State Medical 
Association owes a vote of thanks to the members of 
the Committee on Public Health Education for their 
efforts in the battle against socialized medicine. 


The House of Delegates accepted the report of the 
Reference Committee on Miscellaneous Scientific Re- 
ports. 

Dr. Sheppard then called for the Medical Economics 
Reports, Dr. Ralph Creighton, Minneapolis, Chairman. 


Medical Economics Reports 


Dr. CREIGHTON: The Reference Committee for the 
Medical Economics Reports met in the Windsor Room, 
Hotel Kahler, April 29, 1951. The Committee consid- 
ered the following reports: 


Editing and Publishing Committee—E. M. Hammes, 
Sr., M.D., St. Paul, Chairman 

Committee on Interprofessional Relations—W. P. 
Gardner, M.D., St. Paul, Chairman 

Medical Advisory Committee—W. H. Hengstler, M.D., 
St. Paul, Chairman 

Committee on Medical 
M.D., St. Paul, Chairman 

Committee on Medical Ethics—R. D. Mussey, M.D., 
Rochester, Chairman 

Committee on Public Policy—R. F. Erickson, M.D., 
Minneapolis, Chairman 

Committee on University Relations—E. M. Hammes, 
Sr., M.D., St. Paul, Chairman 


Economics—George Earl, 


The Committee accepted all the reports with the fol- 
lowing suggestions and comments: that the nursing pro- 
fession should attempt to integrate the nursing educa- 
tional system so that the University with its 5-year 
course shall train and encourage girls to become instruc- 
tors and teachers on the faculty of nursing schools; 
that we encourage the formation of more 3-year schools, 
the graduates of which to become the charge nurses and 
head nurses; that immediate efforts be made to estab- 
lish more practical nursing schools so that these girls 
might do many of the less skilled tasks in a hospital; 
and that the continued training of nurse anesthetists be 
encouraged, as well as that of medical technicians; that 
a minimum of malpractice occurred in the state, and 
that members of the Association keep in mind that the 
Medical Advisory Committee stands ready to aid in the 
event that they are threatened with a malpractice suit. 


The House of Delegates accepted the report as a 
whole after hearing a separate report from Dr. R. F. 
Erickson, Chairman of the Committee on Public Policy, 
and a supplementary report by Dr. George Earl, chair- 
man of the Committee on Medical Economics. 

Dr. Sheppard then called on Dr. O. J. Campbell, 
Chairman of the Council, to present the report of the 
Council. 


Report of the Council 


Dr. CAMPBELL: The first meeting of the Council of 
the Minnesota State Medical Association was held on 
April 28, 1951 at 2 p.m. in the University Club of the 
Hote! Kahler, for transaction of routine business. The 
minutes of the previous meeting of the Council held on 
March 4, 1951, were approved. 

... the following applications for Temporary Affiliate 
Memberships were approved: Dr. Arthur R. Andrejek, 
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Minneapolis; Dr. Bradley W. Kusske, New Ulm; Dr. 
Ernest S. Palmerton, Minneapolis; Dr. Maynard M. 
Cohen, Minneapolis. 

. the following applications for Affiliate Member- 
ship were approved: Dr. Adam R. Blakey, Osakis; Dr. 
Theodore Satersmoen, Fosston; Dr. Albert J. Went- 
worth, Mankato. 


. the following applications for Life Membership 
were approved: Dr, A. Dair Haskell, Alexandria; Dr. 
Arnold E. Johnson, Minneapolis; Dr. Hans Johnson, 
Kerkhoven; Dr. Victor I. Miller, Mankato; Dr. Fletcher 
W. Penhall, Willmar; Dr. Matthias L. Ransom, Han- 
cock; Dr. James A. Sanford, Savage. 

A delegation of the Minnesota State Dental Associa- 
tion appeared before the Council to discuss possibility 
of Blue Shield coverage of certain services. It was de- 
cided that no action be taken, but that the views of the 
dentists should be presented to Blue Shield so that they 
may be fully aware of those views. 


The Council voted to recommend to the House of 
Delegates that a rural medical student scholarship plan 
be approved, such plan to provide $1,000 a year to a se- 
lected rural medical student in return for his agreement 
to practice in a rural community or town for five years. 
Further details of the plan would be worked out by 
the Committee on University Relations. 


The Council voted that a communication be directed 
to the Blue Cross Board of Directors pointing out the 
advantage to be derived from having a member of the 
medical profession serving on the Blue Cross Board. 
Such medical representation would be helpful in trans- 
mitting and interpreting to Blue Cross the medical pro- 
fession’s reaction to Blue Cross policy developments. 

. the Council voted to request the House of Dele- 
gates to instruct the American Medical Association Dele- 
gates to urge that the American College of Surgeons, the 
American Medical Association, or the two in conjunc- 
tion, continue the Hospital Standardization Program. 


. . . the Council voted to submit a list of nominees 
to Dr. F. F. Callahan, Chief of the Medical Service Unit, 
Division of Social Welfare, to serve on the State Medical 
Advisory Committee to the Division of Social Welfare. 


. the Council voted to recommend to the House of 
Delegates that there be a single classification of Ameri- 
can Medical Association membership and that the Dele- 
gates transmit this recommendation to the American 
Medical Association. 


. . . the Council voted to recommend to the House of 
Delegates that the American Medical Association Dele- 
gates be instructed to introduce a resolution at the next 
American Medical Association meeting, under terms of 
which the American Medical Association would accept 
the 1951 dues regardless of payment of 1950 dues. 


The Council referred a request for a statement of at- 
titude of the Association on an amendment to the Pure 
Food and Drug Act permitting ice cream and carbonated 
and still beverages to be sweetened with saccharin, to its 
committee on Diabetes, empowering it to act with the 
advice of the legal counsel. 


. . the Council voted to request authorization from 
the House of Delegates to propose a resolution to be in- 
troduced at the American Medical Association’s annual 
meeting for a standardized form for reporting health 
and accident insurance. 


. the Council instructed the executive secretary to 
inform applicants for Life Membership that, under the 
group arrangement, they surrender their group life insur- 
ance when they become life members. 


. the Chairman of the Council was delegated to 
appoint a committee of three, from the Council, to 
study the trend of the scientific program of the Minne- 
sota State Medical Association annual meeting, and the 
influence lectureships have on them. 
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The report of the Council was accepted as a whole 
after separate discussion of the rural medical student 
scholarship, single membership classification of American 
Medical Association members, disregarding payment of 
1950 AMA dues, proposal to have a standardized form 
for reporting health and accident insurance, and the com- 
position of the annual meeting program of the Associa- 
tion. 

Dr. Sheppard then called for the report of the Ref- 
erence Committee on Miscellaneous Medical Economics 
Reports, Dr. E. J. Kaufman, Appleton, Chairman. 


Miscellaneous Medical Economics Reports 


Dr. KaurMAN: The Reference Committee for Mis- 
cellaneous Medical Economics Reports met in Room 318, 
Hotel Kahler, April 29, 1951. The Committee consid- 
ered the following reports: 


Insurance Liaison Committee—A. W. Adson, M.D., 
Rochester, Chairman 

Committee on Medical Service—A. W. Adson, M.D., 
Rochester, Chairman 

Committee on Rural Medical Service—Paul C. Leck, 
M.D., Austin, Chairman 

Committee on State Health Relations—C. E. Proshek, 
M.D., Minneapolis, Chairman 

Committee on Veterans Medical Service—R. H. 
Creighton, M.D., Minneapolis, Chairman 


The Committee accepted the reports with the follow- 
ing suggestions: that state high school athletic insurance 
policies provide more benefits in the cases of injuries 
requiring major surgery or more than two weeks’ hospi- 
talization; that rural anesthesia, pathology and x-ray 
facilities be improved; that each delegate do what he can 
to promote an increase in medical coroners, and that all 
such coroners have deputies who are also physicians. 


The report was accepted by the House and the Speaker 
called for the report of the Officers and Councilors, Dr. 
P. J. Pankratz, Mountain Lake, Chairman. 


Officers’ and Councilors’ Report 


Dr. PANKRATz: The Reference Committee for Offi- 
cers’ and Councilors’ Reports met in the University 
Club, Hotel Kahler, April 29, 1951, and the following 
reports were discussed : 


Secretary’s and Executive Secretary's Report, Coun- 
cilor Reports from Districts One through Nine. 

The report of the Chairman of the Council was ac- 
cepted, with the recommendation that the duties of 
the permanent Committee on Hospitals and Professional 
Relations be understood to include the problem of proper 
work relationships between the general practitioner and 
other medical specialties. 

The reports of the Councilors were accepted, with the 
following recommendations: that the Councilor, during 
the course of the year, pay at least one visit to the socie- 
ties of his district; that the problem of Blue Cross pay- 
ments and hospital costs be studied closely by the state 
society ; that continuous effort to interest young people in 
nursing, physical therapy and laboratory technology be 
made through the Auxiliary and physicians’ contacts; we 
commend the diabetic survey and recommend the spon- 
soring of surveys patterned after the Minneapolis or 
Virginia survey in other communities; that the study of 
sate defense be carried out and be stressed on the local 
evel. 


The House of Delegates accepted the report as a whole 
and adjourned at 6:30 p.m. 
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Second Meeting, Sunday, April 29, 1951 
Cafe, Hotel Kahler 
Rochester, Minnesota 


The meeting of the House of Delegates of the Minne- 
sota State Medical Association reconvened in the Cafe 
of the Hotel Kahler, Rochester, Minnesota, at 8 p.m, 
with Dr. Sheppard presiding. 


Dr. Sheppard introduced Dr. J. P. Sanders, Shreve- 
port, Louisiana, president of the Academy of General 
Practice, Vice Speaker of the Louisiana House of Dele- 
gates and past president of the Shreveport Medical So- 
ciety, who brought greetings from his state. 

The next order of business was the report of Dr. 
F. F. Callahan of the Division of Social Welfare, who 
presented a short résumé of related legislation coming 
out of the 1951 Minnesota legislature. 

Dr. Sheppard then called on Dr. J. S. McCartney for 
the report from the Minnesota State Board of Basic Sci- 
ences. Dr, McCartney reported that a total of 740 per- 
sons took the basic science examinations during the past 
year. A total of 491 basic science certificates were issued 
since May 22, 1950, the majority by examination, some 
by reciprocity. 

The House accepted the report of Dr. McCartney and 
Dr. Sheppard called for the report of the State Board 
of Medical Examiners, which was approved also. 

Dr. Sheppard then called on Dr. A. J. Chesley who 
gave the report of the Minnesota Department of Health. 
He gave a brief statement on the Civil Defense program 
in Minnesota. 


The Speaker then called for the balance of thé report 
of the Council, given by Dr. Campbell, chairman. 


The Council agreed to foster a plan, to be worked 
out by the Committee on Child Health, to help, under 
the adoption laws of the state, to educate members of the 
Association to the consequences of fostering unauthor- 
ized placements of children. 

The Council voted to ask the House of Delegates for 

authorization to develop a committee, composed of 
members from the Child Health Committee and Mater- 
nal Health Committee, to study the Emergency Maternal 
and Infant Care plans presented to Congress, and the 
data and reports sent in by the American Medical As- 
sociation’s Council on Medical Service, and to decide 
whether an amendment to the act would be advisable. 
_ The Council was informed of the passage of S. F. 1376 
in the state legislature, which defines and regulates the 
practice of physical therapists by the State Board of 
Medical Examiners. The act provides further that the 
Council of the Minnesota State Medical Association 
shall recommend to the governor three doctors of medi- 
cine qualified to serve on a state examining committee 
and from this list of persons so recommended, the Gov- 
ernor may appoint one doctor of medicine to the com- 
mittee. The names submitted shall be duly licensed and 
registered doctors of medicine in the general practice 
of medicine. 

The Council voted to empower the Chairman to submit 
the names of three such physicians and to seek advice 
from sources interested in this legislation, and further, 
that the Chairman suggest to the Minnesota State Board 
of Medical Examiners the names of two professors or 
associates or assistant professors qualified to serve on 
said state examining committee, from which one may be 
appointed to the examining committee. 

The Council voted to request from the House, authori- 
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zation to have a committee investigate available group 
health and accident plans for members of the association 
and report to the next meeting of the House of Dele- 
gates. After brief discussion, the House voted to grant 
authorization. 

The Council referred to its committee on Revision of 
the Constitution and By-Laws, the request that provi- 
sions be made for a special membership classification on 
the state level similar to that of the Service Fellowship 
of the American Medical Association, requesting the 
committee to contact the AMA, seeking advice on estab- 
lishing such a classification. 


On Council recommendation, the House accepted the 
continuation of policy regarding life membership and 
eligibility to membership in the “Fifty Club”—life mem- 
bers are eligible, but affiliate members are not. 

Dr. Campbell then read the proposed changes in the 
By-Laws of the Association, which were introduced and 
which, according to the Constitution, must be laid over 
until the next day for consideration: 


“The Council recommends that Chapter III of the 
By-Laws be amended by the addition of a new section 
as follows: 

‘Sect. 4. At least one month in advance of the An- 
nual Session of the House of Delegates, the elected 
delegates in each Councilor District, for which dis- 
trict a councilor is to be elected, shall hold a caucus at 
which caucus the said delegates shall select a nominee 
for the office of councilor, and the name of such 
nominee shall be submitted to the House for its con- 
sideration. Other nominations for such office may be 
made from the floor at the Annual Session of the 
House.’ 

“The Council recommends that Chapter II of the 
By-Laws be amended by the addition of a new section, 
as follows: : 

‘Sect. & The Speaker shall appoint a Nominating 
Committee of nine elected members of the House, be- 
ing one from each of the nine councilor districts. 
The Speaker shall also serve as an ex-officio member 
without the right to vote. 

‘The said Nominating Committee shall select one 
qualified nominee for each of the following offices and 
submit the names of such nominees to the House for 
its consideration, to wit: President, First Vice-Presi- 
dent, Second Vice-President, Secretary, Treasurer, 
Speaker, Vice-Speaker. 

‘Other nominations may be made from the floor at 
the Annual Session of the House.’ 

“The Council recommends that Chapter I, Section 5 
of the By-Laws be amended by striking all of said 
Section 5 and inserting, in lieu thereof, the following: 

‘Section 5. Affiliate Members. Affiliate members 
shall be (1) those members of component societies 
who because of disability are unable to engage in the 
active practice of medicine, or (2) those members 
who have retired from the active practice of medicine, 
but had been active members at the time they applied 
for such affiliate membership, or (3) those persons 
who are engaged in an internship or residency pro- 
gram approved by the Council on Medical Education 
and Hospitals of the American Medical Association. 
Provided, however, that such members shall have been 
declared an affiliate member of such component so- 
ciety at its regular meeting, such action having been 
approved by the Council; and provided, further, that 
such affiliate membership shall cease and active mem- 
bership shall be instituted (1) upon termination of 
disability, or (2) upon resumption of active practice, 
or (3) upon termination of participation in graduate 
study or work. 

‘Affiliate members shall not pay dues and shall not 
have the right to vote or to hold office.” 


Jury, 1951 


The Council also recommended a change in the Con- 
stitution and a, contingent By-Law change which would 
be required to be held over until the 1952 meeting of 
the House of Delegates: 


“The Council respectfully suggests to the House 
that Article VI of the Constitution be amended by 
striking the third sentence thereof and inserting in 
lieu thereof the following: 

‘The Council shall consist of the councilors and ex- 
officio, without the right to vote, the President, the 
First Vice-President, the President-Elect, the imme- 
diate Past President, the Secretary, the Treasurer, the 
Speaker of the House of Delegates, and the elected 
delegates to the American Medical Association.’ 

“The Council further suggests that, if and when 
such amendment is adopted, that Chapter V, Section 1, 
of the By-Laws, be amended by striking the second 
sentence thereof and inserting, in lieu thereof, the 
following : 

‘The Council shall consist of the councilors and ex- 
officio, without the right to vote, the President, the 
First Vice-President, the President-Elect, the immedi- 
ate Past President, the Secretary, the Treasurer, the 
Speaker of the House of Delegates, and the elected 
delegates to the American Medical Association.’ 

“The Council recommends that Chapter V, Section 5 
of the By-Laws be amended by adding the following | 
at the end thereof: 


‘The Council may, by majority vote of the elected 
councilors present, go into executive session, such ex- 
ecutive session to include only the elected councilors.’ ” 


The House of Delegates accepted the. supplementary 
report of the Council as a whole. 

The House voted, after considerable discussion, to 
table the proposed motion to require membership in the 
American Medical Association for eligibility to member- 
ship in the state or county medical society. 

The Speaker then called for the reading of the Ne- 
crology Report which was read by Dr. Hirshboeck. A 
moment of silence was observed, 

The Speaker adjourned the House at 11:30 p.m. 


Third Meeting, Monday, April 30, 1951 
Cafe, Hotel Kahler 


Rochester, Minnesota 


The House of Delegates reconvened at 1:30 p.m., 
with Speaker C. G. Sheppard, presiding. 


The Speaker introduced Dr. L. W. Larson, president 
of the North Dakota Medical Association and a member 
of the Board of Trustees of the American Medical As- 
sociation, who brought greetings. 

Dr. Sheppard introduced Dr. A. W. Adson, Rochester, 
who introduced Dr. John W. Cline, president-elect of the 
American Medical Association. Dr. Cline outlined to 
the House of Delegates the objectives and the accom- 
plishments of the National Education Campaign and 
other facets of American Medical Association activities. 

Dr. Sheppard called on Dr. Campbell to reread the 
proposed amendment to the By-Laws. All were passed 
by the House of Delegates. 

The Speaker then called for the report of the Reso- 
lutions Committee, Dr. A. E. Brown, Rochester, Chair- 
man. 
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Resolutions Committee Report 


WHEREAS, there has been misunderstanding re- 
garding the transition of the $25 payment to the Ameri- 
can Medical Association, from the category of “special 
assessment” to “annual dues,” and 

WHEREAS, many physicians who did not remit their 
1950 dues and who now wish to become members and 
pay their 1951 dues, have been classified as delinquent 
members and can no longer be members of the American 
Medical Association until their 1950 dues have been 
paid, and 

WHEREAS, many physicians were aware that the 
special assessment in 1949 was not considered legally 
binding and, therefore, considered the same to hold true 
of the 1950 payment, 

THEREFORE, BE IT RESOLVED that the Ameri- 
can Medical Association reconsider its decision of De- 
cember, 1949, and accept payment of 1951 dues, regard- 
less of the payment or nonpayment of 1950 dues. 


* * * 


WHEREAS, the hospital standardization program 
carried on by the American College of Surgeons is and 
should be continued by physicians, rather than by lay 
organizations, such as the American Hospital Associa- 
tion, and 

WHEREAS, the American College of Surgeons has 
indicated its inability to carry on this program, unassist- 
ed, and 

WHEREAS, the American Medical Association com- 
prises and represents the American medical profession. 

THEREFORE BE IT RESOLVED that the Ameri- 
can Medical Association singly, or in combination with 
the American College of Surgeons, continue and main- 
tain the hospital standardization program in its tradi- 
tional form. 


* * 


WHEREAS, reporting health and accident cases to in- 
surance companies could be simplified and expedited by 
one standard form, adopted by all insurance companies 
concerned with this form of coverage, and 

WHEREAS, the advantages of a single form would 
also increase the efficacy of procedures under the 
Workmen’s Compensation Law, 

THEREFORE BE IT RESOLVED that the prob- 
lem of eliminating diversity of insurance reporting forms 
be referred to the proper committee of the American 
Medical Association, with instructions to create a stand- 
ardized form for reporting health and accident cases. 


ou « 


WHEREAS, the new system of American Medical 
Association membership would appear to make the clas- 
sification of “fellow” an outmoded and unnecessary one, 
and 

WHEREAS, many active members of the American 
Medical Association feel that no purpose is served by 
requiring the payment of an extra $5 for the privilege of 
program participation, serving in the House of Delegates 
or as an official of the A.M.A., and 

WHEREAS, the present membership stratum is in- 
consistent with the democratic foundation and objectives 
of the A.M.A., 

THEREFORE BE IT RESOLVED that the Ameri- 
can Medical Association establish a single member classi- 
fication, providing all active members with equal rights 
and privileges. 

RESOLVED, that the House of Delegates of the Min- 
nesota State Medical Association make a repeated study 
of the Practical Nurse situation in Minnesota with ac- 
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tion advising a separate licensing board for practical 
nurses and measures which would produce a greater 
number of licensed schools for practical nurses in Min- 
nesota, and that further consideration be given, and meas- 
ures be instituted to provide a more plentiful supply of 
x-ray technicians, medical technicians and nurse anes- 
thetists for Minnesota. 


* * * 


WHEREAS, the present shortages of medical man- 
power are largely confined to areas needing men in gen- 
eral practice, and 

WHEREAS, the Medical School of the University 
of Minnesota is heavily supported by tax funds, and 

WHEREAS, in other states a system of preceptorship 
during the senior year of medical school, during which 
the student works with and observes the activity of men 
in general practice, has proven of great value, 
THEREFORE BE IT RESOLVED that the House 
of Delegates of the Minnesota State Medical Associa- 
tion go on record as strongly recommending such ac- 
tion by the University of- Minnesota. 


* * * 


WHEREAS, the duties of the local health officer re- 
quire a working knowledge of the State Board of Health 
Laws and Regulations, and 

WHEREAS, it is common practice in many counties 
or cities or villages to pass the appointment of health 
officer around among the various physicians in the area 
irrespective of an individual’s desire or ability to serve 
in this capacity, 

THEREFORE BE IT RESOLVED that the House 
of Delegates go on record as disapproving this practice 
and recommending to the League of Municipalities, 
Board of County Commissioners, City and Village Coun- 
cils, that health officers be appointed, 

1. for a term of greater length, and 

2. that the choice of health officer be based on interest, 
desire, and ability to serve, and 

3. based on a recommendation from physicians in the 
community. 

* * * 


WHEREAS, the House of Delegates is cognizant and 
appreciative of the splendid co-operation which has been 
extended to the Minnesota State Medical Association in 
making its 98th annual convention the outstanding suc- 
cess that it is, 


THEREFORE BE IT RESOLVED, that the House 
of Delegates extend its thanks to a few of the groups 
and individuals whose assistance has been invaluable: To 
the officers and members of the Olmsted-Houston-Fill- 
more-Dodge County Medical Society; the Olmsted- 
Houston-Fillmore-Dodge Auxiliary; the Committee 
on Local Arrangements; and the manager of our 
meeting place, the auditorium, for enabling the events 
of the program to be scheduled so effectively and for 
extending the hospitality of the convention city; to the 
Rochester hotels, for providing the background of serv- 
ice and courtesy for convention guests and delegates; to 
the newspapers and radio stations, which informed the 
public of developments at the convention which are of 
mutual concern to the physicians and the public. 


The House of Delegates voted approval of all these 
resolutions. 

Dr. Campbell, Chairman of the Council, presented the 
final report of the Council. The Council recommended 
to the House of Delegates that a standing committee be 
appointed, entrusted with the obligation of maintaining a 
fund to be obtained from voluntary solicitation of mem- 
bers to take care of any case of financial hardship in the 
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medical profession. Two such cases were reported dur- 
ing the year, and it was pointed out that up to this time 
there has been no mechanism on the state level to han- 
dle such cases. 

The House accepted the report. 


Election of Officers 


The next order of business was the election of officers. 
The House elected the following: 


President-Elect—R. L. J. Kennedy, M.D., Rochester 
First Vice President—A. E. Brown, M.D., Rochester 


Second Vice President—Herbert Boysen, M.D., Ma- 
delia 


Secretary—B. B. Souster, M.D., St. Paul 
Treasurer—W. H. Condit, M.D., Minneapolis 


Speaker, House of Delegates—C. G. Sheppard, M.D., 
Hutchinson 


Vice-Speaker—H. M. Carryer, M.D., Rochester 


Councilor, Fourth District—H. J. Nilson, M.D., North 
Mankato 


‘ 


Councilor, Sixth District—O. J. Campbell, M.D., Min- 
neapolis 


Councilor, Eighth District—C. L. Oppegaard, M.D., 
Crookston 


Dr. O. J. Campbell, Minneapolis, was elected as a 
member of the House of Delegates to the American 
Medical Association, to succeed the late Dr. A. E. 
Cardle; Dr. George Earl, St. Paul, was re-elected as a 
member of the House of Delegates to the American 
Medical Association; Dr. W. W. Will, Bertha, was re- 
elected as an alternate delegate to the House of Delegates 
of the American Medical Association; Dr. E. M. Ham- 
mes, Sr., St. Paul, was re-elected as an alternate delegate 
to the House of Delegates of the American Medical As- 
sociation; Dr. Julian DuBois, Sr., Sauk Centre, was 
elected to fill out the unexpired term of Dr. R. H. 
Creighton, Minneapolis, as an alternate delegate to the 
House of Delegates of the American Medical Associa- 
tion; Dr. Paul Leck, Austin, was elected as a substitute 
alternate delegate to the House of Delegates of the 
American Medical Association for Dr. W. L. Burnap. 


Meeting Place, 1952 Convention 


The final order of business was the selection of the 
meeting place for the 1952 annual meeting. The House 
of Delegates voted to accept the invitation of the Henne- 
pin County Medical Society to hold the convention in 
Minneapolis. 

The House of Delegates of the Ninety-eighth Annual 
Meeting of the Minnesota State Medical Association was 
adjourned at 3 p.m. 
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ACUTE ABDOMINAL CONDITIONS 
Urological Aspects 


(Continued from Page 663) 


ing for ureteral injury after the other repairs 
had been completed. 

Some injuries which bring the urinary tract 
acutely into the picture are not automobile 
accidents or gunshot wounds but surgical acci- 
dents. We all know that the urinary bladder may 
be injured during gynecological operations or 
during repair of hernias. The ureters may also 
be injured, and failure to recognize the accident 
may be disastrous. Some time ago a surgeon 
called me into his operating room to help repair 
a ureter cut during resection of a carcinoma of 
the colon. In another case a patient recently 
operated upon was brought in with signs of bowel 
obstruction and pelvic abscess; the abscess was 
found to contain urine and the divided ureter was 
later repaired without loss of the kidney. On 
two other occasions surgeons have asked me to 
see patients with anuria on the day after difficult 
hysterectomy, Cystoscopic investigation demon- 
strated bilateral ureteral injuries in both cases, 
and plastic surgery was done on the ureters in 
both cases. One ureter was deligated, one was 
transplanted to the colon, one was repaired by 
the side-to-side anastomosis, and one was re- 
placed from the pelvic brim downward by a tube 
of bladder wall lifted from the bladder dome. 
Preoperative placing of inlying ureteral catheters 
before difficult pelvic operations is strongly 
recommended for the avoidance of such emer- 
gencies. 

So, in summary, we see’ that acute abdominal 
conditions may involve the urinary tract, and 
urologic conditions may involve the intraperitoneal 
Disastrous mistakes may be avoided if 
we will think of all possibilities, and make our 


organs. 


diagnosis by elimination, using freely, when in- 
dicated, the teamwork that is available through 
our colleagues in related fields. 





For those places where infants are most apt to die 
necessarily the places where survivors are most apt 
he sickly; and where, if they struggle through a 

scrotulous childhood to realize an abortive puberty, they 


bezet a still sicklier brood than themselves, even less 
cap.ble of labour and even less susceptible of education. 
} _ * 1951 , 


It cannot be too distinctly recognized that a high local 
mortality of children must almost necessarily denote a 
high local prevalence of those causes which determine a 
degeneration of race (Simon, 1857). Brit. M. J., Quoted 
by Norman B. Capon, M.D., April 15, 1950. 
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¢ Reports and Announcements +¢ 





INTERNATIONAL COLLEGE OF SURGEONS 


The sixteenth annual assembly of the United States 
Chapter of the International College of Surgeons will be 
held in Chicago on September 10 through 13, with hear- 
quarters at the Palmer House. 

Prominent surgeons from throughout the world will 
participate in the program. Scientific sessions will be held 
by all specialty sections of the United States Chapter. 

The annual banquet will take place on the evening of 
September 12. Mr. Lawrence Abel, F.R.C.S. (Eng.), of 
London, will be the principal speaker. The assembly will 
conclude with the convocation in the Civic Opera House 
on the evening of September 13. Senator Estes Kefauver 
will deliver an address on “The America of Tomorrow.” 

Hotel reservations may be arranged by writing to the 
Housing Division, Chicago Convention Bureau, 33 North 
LaSalle Street, Chicago 2, Illinois. 


MANITOBA MEDICAL ASSOCIATION 


The Manitoba Medical Association will hold its an- 
nual convention in Winnipeg on October 10, 11 and 12. 
An invitation to attend the meeting is extended to Minne- 
sota physicians. Further information can be obtained 
from Dr. M. T. Macfarland, 604 Medical Arts Building, 
Winnipeg, Manitoba, Canada. 


ARTHRITIS AND RHEUMATISM FOUNDATION 


The Arthritis and Rheumatism Foundation is offering 
research fellowships in the basic sciences related to 
arthritis. Fellowships will be granted at both the pre- 
doctoral and postdoctoral levels. The predoctoral fellow- 
ships will range between $1,500 and $3,000 per annum, 
and the postdoctoral from $3,000 to $6,000. The dead- 
line for these applications is November 15, 1951. Appli~ 
cation forms may be obtained by writing the Medical 
Director, Arthritis and Rheumatism Foundation, 535 
Fifth Avenue, New York 17, N. Y. 


NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 


The National Foundation for Infantile Paralysis has 
announced a new type of short-term predoctoral fellow- 
ships for undergraduate medical students who are in- 
terested in research in medicine and the related biological 
and physical sciences. The fellowships cover a minimum 
of two months of experience in research under the direc- 
tion of a competent investigator in the laboratories of 
approved medical schools or research institutes in the 
United States. 

Under the plan, the dean of each four-year medical 
school has the privilege of nominating one medical stu- 
dent to receive a fellowship. The National Foundation 
for Infantile Paralysis will provide a stipend of $400 
for each student who qualifies for the summer labora- 
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tory study. The purpose of the short-term fellowships 
is to enable medical school students to test their desires 
and determine their aptitudes to participate in research 
in medicine and related biological sciences at an early 
stage in their professional careers. 


NORTHERN MINNESOTA MEDICAL 
ASSOCIATION 


The annual meeting of the Northern Minnesota Med- 
ical Association will be held at Virginia on August 24 
and 25. Officers of the association are Dr. L. W. Johns- 
rud, Chisholm, president; Dr. G. A. Sather, Fosston, vice 
president; Dr. C. L. Oppegaard, Crookston, secretary- 
treasurer. The program for the meeting is as follows: 


August 24 
Morning Session 

9 :00 a.m.—“Diagnostic Procedures in Pulmonary Tuber- 
culosis.” Dr. G. A. Hedberg, superintendent 
and medical director, Nopeming Sanitarium, 
Nopeming. 

10:00 a.m.—‘“Diagnosis and Treatment of Cardiac Emer- 
gencies.” Dr. R. O. Sather, Northwestern 
Clinic, Crookston. 

11 :00 a.m.—“Management of Urinary Incontinence in the 
Female.” Dr. Bruce F. P. Williams, Duluth 
Clinic, Duluth. 

12:00 noon—Business Meeting. 

12 :30 p.m.—Luncheon. 


Afternoon Session 


2:00 p.m.—“Principles in Open Reduction of Fractures.” 
Dr. S. S. Houkom, Duluth Clinic, Duluth. 

3:00 p.m.—“The Changing Mole.” Dr. S. William Beck- 
er, associate professor of dermatology, Uni- 
versity of Chicago, Chicago. 

4:00 p.m.—‘‘Functional Pathology of the Temporo- 
Mandibular Joints.” Carl G. Storberg, 
D.D.S., Duluth. 

7:00 p.m.—Annual Banquet. Speaker: Dr. John E. 
King, acting provost, University of Minne- 
sota, Duluth Branch, Duluth. 


August 25 
Morning Session 


9 :00 a.m.—Clinico - Roentgen - Pathological Conference. 


Conducted by Dr. H. G. Moehring, Duluth, 
with the assistance of those presenting ma- 
terial and outlines of cases. 


CONTINUATION COURSE 


Roentgenology of Chest Diseases—The University of 
Minnesota announces a continuation course in roentgen- 


(Continued on Page 698) 
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ALIDASE’ IN SURGERY 
Preoperative, Operative, Postoperative— 


The complicating factors of venous thrombosis and “worn-out” veins have frequently 
made intravenous fluid administration a difficult and uncomfortable procedure. 


The simplicity of subcutaneous fluid administration aided by Alidase (hyaluronidase) 
and the safety of this route make hypodermoclysis a valuable method for preoper- 
ative and postoperative fluid administration. 





the cumbersome arm board. G. D. Searle & Co., Chicago 80, Illinois. 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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REPORTS AND ANNOUNCEMENTS 


CONTINUATION COURSE 
(Continued from Page 696) 


ology of chest diseases to be presented at the Center for 
Continuation Study from October 29 to November 3. 
The course will include detailed anatomical and path- 
ological studies of the chest presented by means of lec- 
tures and demonstrations. Correlation of this material 
with clinical and roentgen findings will be emphasized. 
Visiting faculty members of the course include Dr. W. 
Edward Chamberlain, Temple University, Philadelphia; 
Dr. Benjamin Felson, University of Cincinnati; Dr. L. 
Henry Garland, Stanford University, San Francisco; 
Dr. George R. Krause, Mount Sinai Hospital, Cleveland; 
and Dr. Averill A. Liebow, Yale University, New Haven. 

Dr. Chamberlain will also give the annual Leo G. 
Rigler Lecture in Radiology on the evening of Thursday, 
November 1. Chairman for the course will be Dr. Rigler, 
professor and head of the Department of Radiology. He 
will be joined by the members of the faculty of the Uni- 
versity of Minnesota Medical School and the Mayo 
Foundation. 


SOUTHWESTERN MINNESOTA SOCIETY 


The meeting of the Southwestern Minnesota Medical 
Society, held on May 21 at the new Worthington Munic- 
ipal Hospital in Worthington, was attended by eighty- 
four physicians and their wives. This was the largest 
turnout the society has ever had, and many doctors from 


outside the district attended, including ten from Sioux 
Falls and others from Rock Rapids, Iowa, Flandreau, 
South Dakota, Fairmont, Madelia and Minneapolis. 

The scientific program consisted of the following «d- 
dresses: “Thrombo-embolism” by Dr. Vernon Smith, 
Saint Paul; “Rupture of the Uterus” by Dr. Rodney 
Sturley, Saint Paul, and “Abdominal Pain in Children” 
by Dr. Erling Platou, Minneapolis. 

Among those present were Dr. Herbert Boyson, 
Madelia, vice president of the Minnesota State Medical 
Association, and Dr. R. C. Hunt, Fairmont, counsellor 
of the state medical association. Dr. Erling Platou, past 
president of the Minnesota Medical Foundation, spoke 
briefly on the need for expanding the membership of 
the foundation, which is dedicated to the advancement of 
medicine in the state. 


Dr. Leon Williams, formerly of Slayton, and Dr. 
O. W. Anderson, formerly of Luverne, both now living 
in Minneapolis, were given affiliate membership in the 
society. Dr. C, L. Sherman, Luverne, was honored for 
his fifty years as a practicing physician. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


The sixteenth annual meeting of the Mississippi Val- 
ley Medical Society will be held*in Peoria, Illinois, Sep- 
tember 19 through 21. The scientific program is planned 
to appeal to general practitioners. No registration fee 
will be charged. Further information can be obtained 
from Dr. Harold Swanberg, Secretary, 209-224 W.C.U. 
Building, Quincy, Illinois. 





BAUER & BLACK ELASTIC STOCKINGS 





Now available in two-way stretch— 
light weight, smooth, wrinkle-free, neu- 
tral shade, inconspicuous and cool 
even when worn under sheer hose. 


Complete stock of the popular styles. 


C. F. ANDERSON CO., Inc. 


Surgical and Hospital Equipment 


901 MARQUETTE AVENUE ATLANTIC 6508 
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CINE 


The $64,000,000,000 
Question Is 


Why do Professional people think their accounts are differ- 
ent from commercial accounts? Our answer is “No Differ- 
ence.” 


Your patients have the same jobs 
Your patients have the same income 
Your patients have the same debts 
Your patients have the same habits 
Your patients have the same excuses 


Commercial enterprises collect systematically, leaving the Profession- 
al class holding the bag. 


The wheel that squeaks gets the grease. 


Psychological warfare commences immediately upon your forwarding your 
accounts for credit control and collection service. 


The services offered by the Professional Credit Protective Bureau “Division 
of I. C. System” have been adopted by over 58 trade associations extending 
from coast to coast. 


After twelve years in the liquidation of professional accounts receivable, 
you will be able to benefit by our experience. 


Not A Collection Agency — All Monies Paid Directly To You 


COST less than collection through your own efforts and in most cases 
one-half of usual collection agency fees. 


Operates with extreme courtesy and goes to the fullest extent the law per- 
mits. 
Our contention is that this is the outstanding credit control and 
professional collection service in the United States. 


eNO ASSIGNMENT OF ACCOUNTS 
¢ RETAINS PATIENTS’ GOOD WILL 


When you want money bad—we offer a service that is good! 


For Further Information Send the Attached Coupon 
CLIP AND MAIL THIS REQUEST TODAY 


Professional Credit —— or 2D at TS REQUEST TODAY __ 


Professional Credit Protective Bureau 


Protective Bureau 724 Metropolitan Bldg., Dept. J-2 


I 
| 
Minneapolis 1, Minn. | 
| 
| 


| Please send me full details on the operation of your 
collection service. 


The L.C. System | yam. 
724 Metropolitan Bldg. | 
Minneapolis 1, Minn. 


Division of 
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Woman’s Auxiliary 





MINNESOTA 
Mrs. Charles W. Waas 


(The following swmmary of Woman’s Auxiliary 
activities during 1950-1951 was prepared by Mrs. Waas 
for presentation at the National Convention in Atlantic 
City, June 11 to 15.) 


Minnesota has just held its twenty-ninth annual 
meeting. For some time our state has been well or- 
ganized, having twenty-nine organized county auxiliaries 
out of a possible thirty-two. In the three unorganized 
counties, however, we have members-at-large. We have 
222 new members this year and a total of 2,106. 


Our annual “Workshop” meeting was held in Saint 
Paul on October 16, 1950. Walter H. Judd, M.D., 
Minneapolis, Congressman from the Fifth District, our 
guest speeaker, chose for his subject, “Prescription for 
a Healthy Government.” Mrs. Leo Schaefer, Salina, 
Kansas, first vice president, Woman’s Auxiliary to the 
American Medical Association, talked to us on “The 
Auxiliary at Work.” “Medicine’s Educational Program” 
was the subject of Mrs. Harold Wahlquist, Minneapolis, 
president-elect, Woman’s Auxiliary to the American 
Medical Association. Papers were given by the executive 
director of the Minnesota Division, American Cancer 
Society, and by the Chairman of the Board of Directors, 
Antone Guild, concerning Our Lady of Good Counsel 
Cancer Home. A question and answer period followed 
each talk. A film concerning cancer closed the session. 
Every member attending expressed delight with the 
very informative addresses. Approximately one hundred 
members attended. 

The Mid-Winter Board meeting was held in Minne- 
apolis. Reports and informal discussions made up the 
early morning program. Problems were talked over and 
suggestions received. We found that a meeting of this 
kind was not only helpful to county presidents and 
state chairmen, but it also brought our members closer 
together. We are proud of the friendliness and good 
feeling which exists in Minnesota. The afternoon pro- 
gram was given over to a talk and film on civil defense. 
Again, a question and answer period followed. 

The usual pre-convention and post-convention Board 
meetings were correlated with the state convention, as 
well as the annual meeting for all members in the state. 
Our convention was particularly well attended this year 
and the members were very fortunate to have as guest 
speaker, Dr. John W. Cline, San Francisco, president- 
elect of the American Medical Association. 

“Health Days,” cf which Minnesota is so justly proud, 
continue to be our greatest contribution to public 
relations. They are sponsored jointly by the State 
Auxiliary, the State Medical Association and the State 
Department of Health. Three programs were presented 
this year. Since the adoption of this form of health 
education in 1948, more than twenty of these all-day 
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programs have been conducted. The interest aroused 
has been far-reaching and the requests for more come 
constantly from lay groups to our officers. They are 
always well attended. Through these programs we have 
endeavored to present health problems, matters con- 
cerning sanitation, legislation, schools, et cetera. Panel 
discussions with speakers who spoke with authenticity, 
and films concerning cancer, tuberculosis, accidents in 
homes and so forth, have made up our programs. All 
voluntary health agencies were invited to set up exhibits; 
a great wealth of literature was distributed. Chest 
x-rays have been taken and blood typed. Not all 
auxiliaries find it possible to put on such an extensive 
program. Many of them, however, have a “guest day” 
during their year and here again is afforded the oppor- 
tunity of hearing the best informed speakers on pertinent 
subjects. At these meetings we also endeavor to dis- 
tribute copies of Today’s Health and educate the public 
as to its great value. 

Letters were sent during the year to county presidents 
explaining at length the importance of the Bulletin in 
the conduct of every officer’s and chairman’s work, and 
we are happy to report a very substantial increase in 
the number of subscriptions. We feel confident that 
interest has been aroused sufficiently so as to keep our 
subscriptions steadily increasing. 

Twice during the year, letters were sent to all county 
presidents outlining the campaign and subscription contest 
for Today’s Health. Our Mower County group received 
mention as being one of the first ten in Group II. A 
two-year subscription was given to each member of the 
Senate and House of Representatives of the State Legis- 
lature by the Minnesota State Medical Association. 

Our chairman of Emergency Nursing has worked 
closely with the Minnesota Nursing Association and the 
extent of her activities shows in the reports received 
from county presidents. 

Three writteen appeals have been made by the chair- 
man of the Medical and Surgical Relief Committee, 
asking that drugs, journals and text books be collected 
from doctors’ offices. This work goes on continuously 
in our state. 

A splendid list of suggestions which can easily be 
followed throughout the state has been prepared by our 
program chairman. She has stressed the necessity for 
every doctor’s wife to be well informed, for each 
auxiliary to continue to concentrate on legislative issues, 
especially National Compulsory Health Insurance, and to 
be on the alert for “fringe bills.” She advises the study 
of the twelve-point program and the voluntary pre- 
payment medical and hospital care plans in our state. 
Work done by the chairmen of public relations, legis- 
lation, and progrem are closely related and each one 
has kept county officers alerted to all matters pertaining 
to their respective departments. Particularly is this true 


(Continued on Page 702) 
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Effectwe agamst many bacterial and rickettsial wfections, 
as well as certain protozoal and large viral diseases. 


AUREOMYCIN 


Hydrochloride Crystalline 





The Obstetrician is daily finding 


aureomycin an increasingly valuable agent for the prevention and treat- 
ment of infection. It may be given to advantage prophylactically in long 
and difficult labors and in all operative deliveries or infected abortions. 
Aureomycin not only attacks the maternal disease but also, by its 
passage in therapeutic concentrations into the placental circulation, treats 
possible infection in the child before and during birth. Aureomycin has 
proved its usefulness in endometritis, parametritis, urinary infection, in- 
fected thrombophlebitis and other infections, caused by a wide variety 
of organisms. Aureomycin is a drug indispensable to obstetric practice. 
Roles 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Coanamid COMPANY 


30 Rockefeller Plaza, New York 20, N. Y. 
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WOMAN’S AUXILIARY 


(Continued from Page 700) 


concerning material forwarded from national head- 
quarters. 


For many years our state auxiliary has awarded prizes 
to the winners of the essay contest on tuberculosis. All 
high schools participate. This year we again partici- 
pated in this program. 

The activities in which our county auxiliaries have 
engaged cover a large field. Every county auxiliary has 
been keenly aware of the necessity for health education 
and that theirs is a great opportunity to act as a liaison 
between the medical profession and lay people. Debates 
and talks on socialized medicine have been presented; 
one group has established an inoculation clinic with 
biernial service for smallpox vaccinations and im- 
munization for diphtheria and tetanus. As many as 
nine films have been shown in some counties during the 
year; talks have been given in mental health, on Blue 
Shield and Blue Cross insurance programs and on 
“Crusade for Freedom.” Thousands of cards have been 
printed and distributed concerning socialized medicine by 
several counties; several counties have sponsored teas 
for students in public and private schools and have had 
speakers who discussed the different types of positions 
which are open to students following specified training 
and study for nurses. One county group has sponsored 
a Christmas seal radio contest among school children. 
They also have been carrying on a very successful pro- 
gram of “workshop” meetings. Their programs included 
social legislation, current state political .issues, et cetera. 
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One of the small auxiliaries has but one project—the 
placing of Today’s Health at strategic points. Another 
small unit has a scholarship fund for nursing. All 
counties are urged to have members participate in lay 
organizations and one of the larger auxiliaries reports 
that their members are active in nineteen such groups. 


A few of our small county auxiliaries center their 
efforts on work for local hospitals. Many groups are 
active in philanthropic work such as the making of 
cancer dressings, collection of clothing for indigent 
children, seasonal treats and gifts to patients in charity 
wards, and one of our large groups has provided salary 
for a staff leader in an expanded program of leisure time 
activity for aged indigent men and women who have 
no home life. Another county has sponsored the sale 
of articles for inmates of a tuberculosis sanitorium 
netting over $2,700 for these patients. 


County auxiliaries have been active in all health drives, 
i.e, Red Cross, cancer, poliomyelitis, tuberculosis and 
heart. They have staffed booths and have placed plastic 
hearts in stores and public buildings. They have been 
co-operating with parent-teacher associations, church 
groups and with the Legion auxiliaries. 


Through our quarterly “Newsletters,” which our State 
Association underwrites, and the two pages allotted to 
us each month in MINNESOTA MEDICINE, our members 
have been kept informed. Articles from officers and 
chairmen appear monthly in MiNnNEsoTA MEDICINE and 
our “Newsletters” carry detailed accounts of our meet- 
ings. During the late summer, cards were mailed to 
every state member by the State Office bearing a request 
from the president that each member register for the fall 
election and that she see to it that all members of her 
family do likewise. 

Minneseota has added another successful year to her 
fine history. Credit is given to her splendid officers 
and chairmen, and particularly to Mrs. Harold Wahl- 
quist who has done so much, not only for her own state, 
but also for many states throughout our country. We 
are indeed very proud of her and sincerely wish her 
success and happiness in her forthcoming office as 
president of the Woman’s Auxiliary to the American 
Medical Association. May we acknowledge also at this 
time, the help received from the inspirational and in- 
formative meeetings it was our privilege to attend in 
San Francisco and again in Chicago at the Presidents’ 
Conference. Our thanks and best wishes go to our 
national officers and chairmen whose suggestions have 
made our work so pleasant and so worthwhile. 





For a sick man or woman disease is an acutely personal 
problem, but it is also a communal problem. And if the 
public is to co-operate with the medical profession in the 
treatment of disease in the individual it will, we believe, 
be able to do this more intelligently if it has some idea 
of the size of the problem to the nation at large, Tuber- 
culosis is an obvious example. The medical profession 1s 
only too well aware of the personal tragedies that have 
been caused by the purveyors of quack remedies for 
such dangerous diseases as cancer. Brit. Med. J., Ed., 
March 17, 1951. 
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YOU, Doctor, are the best judge, so 


BELIEVE IN 
YOURSELF! 


With so many claims made in cigarette advertising, 
most doctors prefer to judge for themselves. 
So, Doctor, won’t you make this simple test? 


Take a Parie Morris— 
and any other cigarette. Then, 


Light up either one. Take a puff—don’t 
] e inhale—and s-l-o-w-l-y let the smoke 
come through your nose. 


Now do exactly the same thing with the 
2. other cigarette. 





Then, Doctor...BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 
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In Memoriam 





HENRY A. BEAUDOUX 


Dr. Henry A. Beaudoux, formerly a nose and throat 
specialist in Saint Paul and Minneapolis, died May 20, 
1951, at his home in Saratoga, California. 

Dr. Beaudoux was born in Normandie, France. He 
obtained his M.D. degree from the University of Min- 
nesota in 1895 and took postgraduate work in London, 
Paris and Vienna. 

Upon the death of Dr. Jacob Schadle of Saint Paul 
on the turn of the century, Dr. Beaudoux rented his 
office in the Lowry Arcade, Saint Paul. In 1921, he 
moved to Minneapolis where he practiced his specialty 
until 1924. He practiced at San Jose, California, for 
many years and at Oakland, California. He was a 
member of the Santa Clara Medical Society, the Califor- 
nia State Medical Association and the American Med- 
ical Association. 

Dr. Beaudoux is survived by his wife, a son, George 
W. Beaudoux of Whittier, California, and two daugh- 
ters, Mrs. Evelyn Beaudoux Dickey and Mrs. Samuel 
Earl Breck, both of Piedmont, California. 


ABEL R. ELLINGSON 


Dr. A. R. Ellingson of Detroit Lakes, Minnesota, died 
May 21, 1951, at St. Barnabas Hospital in Minneapolis. 
He was fifty-four years of age. 

Dr. Ellingson was born at Northwood, Iowa, Novem- 
ber 23, 1896. He attended Luther Academy, Albert Lea, 
Minnesota, and Luther College, Decorah, Iowa, where 
he graduated with a B.S. degree in 1920. He obtained 
his M.D. degree from the University of Minnesota in 
1925 and interned at Minneapolis General Hospital. 

He was a past president of the Detroit Lakes Board 
of Education and of the Civic and Commerce Associa- 
tion. He was a member of the Clay-Becker County 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association. He was 
also a member of the American College of Surgeons. 
For a number of years he was coroner of Becker County. 

Dr. Ellingson is survived by his wife, Lila Schaer 
Ellingson, and three sons, William, Raymond and Tom- 
my. Two brothers and five sisters also survive. 


J. GASTON GAY 


Dr. J. Gaston Gay, former fellow in surgery of the 
Mayo Foundation, died on January 22, 1951, of coronary 
occlusion. 

Dr. Gay was born October 14, 1898, at Atlanta, 
Georgia. He received the degree of B.A. in 1919 from 
the University of Georgia, Athens, and degree of M.D. in 
1923 from Johns Hopkins University. He interned at 
Johns Hopkins Hospital from September, 1923, to Sep- 
tember, 1924. He entered the Mayo Foundation as a 
fellow in surgery in October, 1924; received the degree 
of M.S. in Surgery in 1927 from the University of 
Minnesota, and left the Mayo Foundation in January, 
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1928, at which time he went to Atlanta to practice sur- 
gery. He was instructor in surgery at Emory Uni- 
versity Medical School and was a member of the staffs 
of the Crawford-Long Hospital, the Piedmont Hospital, 
the Emory University Hospital, and the Grady Memorial 
Hospital. 

Dr. Gay was a fellow of the American Medical As- 
sociation and a member of the Pithotomy Club (Balti- 
more) and of Phi Chi. He was certified by the Amer- 
ican Board of Surgery. 


WALLACE T. PARTCH 


Dr. Wallace T. Partch, former fellow in medicine of 
the Mayo Foundation, died in Oakland, California, on 
April 4, 1951. 

Dr. Partch was born on February 16, 1899, at Shang- 
hai, China. He received the degree of A.B. in 1921 
from Oberlin College, Ohio, and the degree of M.D. 
in 1926 from Rush Medical College. He interned at 
Wesley Memorial Hospital, Chicago, from January, 
1926, to April, 1927. He entered the Mayo Foundation 
as a fellow in medicine in April, 1927, and left the Mayo 
Foundation in April, 1930, at which time he went to the 
Welborn Hospital Clinic, Evansville, Indiana, where 
he remained until January, 1932. He then went to Carle 
Hospital Clinic, Urbana, Illinois, for about a year. 
Since then he has been practicing at Oakland, where he 
was on the staffs of the Alameda County Hospital, the 
Peralta Hospital, the Berkeley General Hospital and 
the Berkeley Alta Bates Hospital. 

Dr. Partch was a member of the American Medical 
Association and Alpha Kappa Kappa and was an as- 
sociate member of the American College of Physicians. 
He was certified by the American Board of Internal 
Medicine. 


JOHN CLIFFORD WHITACRE 


Dr. John C. Whitacre, of Saint Paul, died May 28, 
1951. He was born August 31, 1876, at Cambridge, 
Massachusetts. He attended schools in Cambridge be- 
fore moving to Saint Paul, where he graduated from 
Central High School. His M.D. degree was obtained 
at the University of Minnesota in 1901. Since then he 
had practiced in Saint Paul, having an office at 116 South 
Robert from 1901 to 1917 and in the Lowry Medical 
Arts since 1917. 

Dr. Whitacre was a member of the Ramsey County 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association and was 
recently elected to the fifty-year club of the Minnesota 
State Medical Association. He was also a member of 
the Saint Paul Scottish Rite bodies, a life member of 
Saint Paul Lodge No. 3, A.F. and A.M. and a life mem- 
ber of the Osman Temple Shrine. 

Dr. Whitacre is survived by his wife and a son, John 
C. Whitacre, Jr., who is studying medicine at the Uni- 
versity of Minnesota. 
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Photomicrograph (dark field) from a 
routine production batch of PURODIGIN 


The Cardiac Patient is a Variable Factor... The Drug He Receive 


Jury, 1951 


You Expect Patients to Differ in their responses to a given 
dose of digitoxin, or individuals to show variations in 
response at times. 


Adjustments of Dosage to the patient’s requirements can 
be made with reasonable precision when you use 
PURODIGIN, because 


e PURODIGIN is uniform in potency 
e PURODIGIN is completely absorbed, fully utilized 


For Flexibility and Precision of Dosage, PURODIGIN is 
available in graduated potencies: Tablets of 0.05, 0.1, 0.15 
and 0.2 mg. 


® 
SPURODIGIN 


CRYSTALLINE DIGITOXIN, WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 
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. Of General Interest + 





Dr, W. F. Braasch, a member of the emeritus staff 
of the Mayo Clinic and former chief of its urology 
section, was presented with the Keyes memorial 
medal at the annual meeting of the American As- 
sociation of Genito-urinary Surgeons at Sky Top 
Lodge, Pennsylvania, on May 16. Top award in 
its field, the Keyes medal has been conferred only 
five times in the past twenty years. Dr. Braasch 
received the medal for his outstanding work in 
urology during the past years. 

On May 25, at the annual alumni reunion banquet 
at the University of Minnesota, Dr. Braasch was one 
of nine alumni who received the University’s Out- 
standing Achievement award. The award is an 
honor which the University gives only to its alumni 
for exceptional accomplishment in the recipient’s 
field of endeavor. 

* * & 

Dr. Gordon W. Strom has announced the open- 
ing of his new office at 709 Medical Arts Building, 
Minneapolis. His practice will be limited to urology. 

*x* * * 

At the recent meeting of the Minnesota Chapter 
of the American College of Chest Physicians, Dr. 
G. A. Hedberg, Nopeming, was elected president, 
and Dr. Arthur M. Olsen, Rochester, secretary- 
treasurer. Dr. Herman J. Moersch, Rochester, was 
appointed governor for the State of Minnesota. 

* * * 

Dr. Gordon R. Kamman, Saint Paul, spoke on 
“Psychosomatic Aspects of Gynecology” at a re- 
gional postgraduate seminar in Alexandria on May 
22. 

* * * 

“Modern Aspects of Medicine” was the title of an 
address presented by Dr. E. B. Kinports, Interna- 
tional Falls, at a meeting of clubwomen of Koochi- 
ching County on May 19, 

* * * 

Dr. William B. Stromme,.Minneapolis, attended a 
meeting of the American Gynecological Society at 
the Waldorf in New York on May 7 to 9 as an 
invited guest. 

* * * 

Dr. O. F. Mellby, Thief River Falls, who has been 
a member of the Oakland Park Sanatorium com- 
mission for about thirty years, was honored at a 
meeting at the sanatorium on May 11. The honorary 
dinner featured a decorated cake for Dr. Mellby, who 
was seventy-five years old. 

* * * 

Dr. Richard O. Leavenworth, Jr., son of Dr. Rich- 
ard O. Leavenworth, Sr., of Saint Paul, was mar- 
ried to Miss Elizabeth Ann Athens, daughter of Dr. 
and Mrs. Alvin G. Athens, of Duluth, on June 16 at 
the Pilgrim Congregational Church in Duluth. Dr. 
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Leavenworth, Jr., recently finished his internship at 
Ancker Hospital, Saint Paul. 
* * * 

Dr. Louis L. Flynn, Jr., has opened an office at 
550 Lowry Medical Arts Building, Saint Paul, for 
the practice of medicine, limited to the emotional and 
neuropsychiatric problems of children and adoles- 
cents. Dr. Flynn is a member of the American 
Board of Psychiatry and Neurology. 

* * * 

Mr. A. W. Robertson of Pittsburgh was chosen to 
serve a fourth term as chairman of the board of 
directors of the American Heart Association at a 
meeting held on June 6 at Atlantic City. Mr. Robert- 
son is chairman of the board of the Westinghouse 
Electric Corporation and was first elected chairman 
of the board of the American Heart Association in 
1948 when the association was officially transformed 
from an exclusively scientific organization into a 
voluntary public health agency. 

Gold Heart Awards were presented to Dr. James 
B. Herrick, emeritus professor of medicine at the 
University of Chicago; Dr. Frank N. Wilson, pro- 
fessor of medicine at the University of Michigan, 
and Dr. H. M. Martin, associate clinical professor 
of medicine at Yale University. 

*x * * 

Dr. E. J. Fogelberg, Dr. Marilyn A. Jarvis and Dr. 
Harry W. Fogelberg, a dentist, have opened the 
Snelling Medical Center at 45 North Snelling Ave- 
nue, Saint Paul. 

* * * 

Principal speaker at a meeting of the Wannaska 
Parent-Teacher Association on May 9 was Dr. Rob- 
ert J. Delmore of Roseau. He discussed the main 
signs and symptoms of cancer. In addition to his 
talk, a motion picture on the subject was 
shown. 


same 


* * * 


Dr. R. L. Parsons, Monterey, announced during 
the middle of May that the communities of Triumph 
and Monterey would have an additional physician 
beginning July 1. He said that Dr, Edward John- 
son, formerly of Virginia, was entering a partnership 
with him and that the two of them would maintain 
offices in Monterey. At the time of the announce- 
ment, Dr. Johnson, a graduate of the University of 
Minnesota Medical School, was working at Ancker 
Hospital, Saint Paul. 

* * * 

Dr. Marguerite Schwyzer has opened an office in 
association with her brother, Dr. Hanns Schwyzer, 
at 2069 Ford Parkway, Saint Paul. Dr. Marguerite 
Schwyzer graduated from the Yale Medical School 
in 1943, served an internship at the University of 


(Continued on Page 708) 
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THE UPJOHN COMPANY, KALAMAZOO 99, MICHIGAN 


Juty, 195] 





Rapid anticoagulant effects are 
available with Heparin Sodium 
preparations, developed by Upjohn 
research workers. In a matter of 
minutes, coagulation time can be 
lengthened to offset danger from 
thrombosis and embolism. With 
Depo*-Heparin Sodium, prolonged 
effects lasting 20 to 24 hours may be 
obtained with a single injection. 
Therapy with these Upjohn anti- 
coagulants is Gistinguished by 
promptness of action, simplicity of 
supervision, and ready controlla- 
bility. 


* Trademark, Reg. U S. Pat. Off. 


ee 
Upjohn Medicine..-2roeduced with care... Designed for health 
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Laboratories in 
Minneapolis and 
Principal Cities of 
Upper Midwest 





OPTICAL COMPANY 


Since 1913 








COMPLETE 
Sabouatow Sorwice 


Deep X-Ray Therapy 
Roentgen Diagnosis 
Radium Treatment 
Radium Rentals 
Clinical Biochemistry 
Clinical Pathology 
Tissue Examination 
Clinical Bacteriology 
Interpretation of YOUR E.K.G. records 
Toxicological Examinations 


MURPHY LABORATORIES 


—Est. 1919 
Minneapolis: 612 Wesley Temple Bldg., At. ‘4786 
St. Paul: 348 Hamm Bldg., Ce. 7125 
If no answer call: 222 Exeter Pl., Ne. 1291 
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Chicago Clinic and has taken postgraduate work at 
the University of California, the Massachusetts Gen- 
eral Hospital in Boston, and Bellevue Hospital in 
New York. 

* * * 


Dr. Herman E. Hilleboe, New York State Com- 
missioner of Health, spoke on “The Importance of 
a Chest X-ray of Every Person Admitted to a Hos- 
pital” at a meeting of public health workers, physi- 
cians and hospital board members in Minneapolis on 
June 25. Participating in the discussion were repre- 
sentatives of out-of-town hospitals in which the 
giving of chest x-rays to all patients admitted is al- 
ready being carried out. 


* * * 
Dr, Frederick M. Owens, Jr., has opened an office 
at 768’ Lowry Medical Arts Building, Saint Paul, for 


the practice of surgery. Dr. Owens graduated from 
Prirfceton before obtaining his medical degree at 


the University of ‘Chicago. He served his intern- 


ship and fellowship at Billings Hospital, Chicago, 
and took postgraduate work in brain and neurosur- 
gery at the University of Pennsylvania while in 
the army. He was an assistant professor of surgery 
at the University of Chicago before he returned to 
Saint Paul. 

* * * 

Dr. and Mrs. Alvin Sach-Rowitz of Moose Lake 
returned home on May 19 after a one-month trip 
through the western part of the United States, dur- 
ing which they drove about 7,700 miles. 


* * * 


It was announced during the middle of May that 
Dr. S. T. Normann of Saint Paul would become as- 
sociated in practice in July with Dr. R, D. Davis and 
Dr. B. J. Gallagher of Waseca. A graduate of the 
University of Minnesota Medical School, Dr. Nor- 
mann has been house physician at Ancker Hospital, 
Saint Paul. 

* * * 


Dr. Philip S. Hench and Dr. Edward C. Kendall, 
Rochester, have been named joint winners of the 
first Dr. C. C. Criss Award for outstanding con- 
tributions in fields of public health and safety. 
Presentation of the award, which amounts to $10,000, 
was made at a meeting of the American Rheumatism 
Association in Atlantic City on June 9. 

Dr. Hench and Dr. Kendall were selected as win- 
ners because of their work in the development and 
use of cortisone. The award was made by Mutual 
of Omaha, an insurance company. 


* * * 


Dr. Arthur E. Krieser, Anoka, became a fellow 
of the American College of Chest Physicians at the 
annual meeting of the organization in Atlantic City 
on June 9. Dr. Krieser is head of the tuberculosis 
control unit for the Division of Public Institutions 
at the Anoka State Hospital. 
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- | | Municipal Bonds Have A Prime Security 


Have you ever stopped to analyze the basic security of a municipal bond? This can be 
I- done most easily by following the general procedure in the issuance of municipal bonds. 


of Let us assume a Minnesota School District desires to issue bonds to provide money for the 
“ construction of a new school building. 

1- 

n A School District is an instrumentality of the State, administered by a Board elected by 
e- the voters within the territorial limits of the District. Once the Board has determined the 
1e necessity of a new school building and an estimate of the cost involved is known, an election 


I- is held on the question of issuing bonds. 


If the election carries by the necessary majority, then the Board may sell the bonds and 
pledge as security the full faith and credit of the taxing district (the School District). At 


“e the time the bonds are issued the Board certifies a tax levy to the County Auditor to be 
a levied during each of the years the bonds are outstanding which levy will be made automati- 
m cally unless sufficient funds are on hand from other sources. 

Funds derived from the collection of taxes for bonds and interest must be used only 
- for that purpose and, should they prove to be insufficient, any other available funds must be 
ma used to meet bond payments. If necessary, additional taxes must be levied. There is no limit- 
a. ation on the taxes which may be levied on any taxable property based on its assessed valuation 
a for Minnesota School Districts but the total school district taxes in any one year may not 
na exceed an amount equal to $40 per capita of all persons residing in the District excluding 


any taxes necessary to pay outstanding bonds. 


Ke Taxes levied to pay principal and interest on these bonds are collected at the same time 
and as a part of other property taxes against all taxable property, both real and personal, in 
the District. These taxes have priority and come ahead of any other lien or claim on this 
taxable property. It is no exaggeration, therefore, for the holder of one of the School District’s 
bonds to drive through the District, past the dairy and grain farms, past the factory and pro- 
duction plants in the community, along the railroad track, past the stores, bank, homes, etc., 
and say, “All of this property is security for my bond.” 
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We shall be pleased to send you information and descriptive circulars of municipal bonds we are currently 


nd offering. 
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MUNICIPAL SECURITIES EXCLUSIVELY 











TELEPHONES GROUND FLOOR 

all, St. Paul: Cedar 8407 Minnesota Mutual Life Bldg. 

‘he Minneapolis: Nestor 6886 St. Paul 1, Minnesota 
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00, During the past spring, Mantoux tests were given gust in Europe, correlating current brucellosis re- 

sm to 5,189 pupils in the rural, village and city schools search. Dr. Spink, who is director of the United 
of Morrison County. The tests were given as part States Brucellosis Center at the University of Min- 

in- of a countywide drive against tuberculosis. nesota, has been designated a consultant on brucel- 

ind Of those tested, 3,392 were pupils in rural and losis by the World Health and Food and Agricul- 

ual village schools, and 237 of them showed a positive ture organizations of the United Nations. His work 
reaction to the test. In public and parochial schools in Europe is a co-operative effort to bring together, 
of Little Falls, 1,797 pupils were tested—894 in high information from the various brucellosis research 
schools and 903 in grade schools. Positive reactors centers for the benefit of each country. 

Ow in the high schools totaled ninety-one (10 per cent), , 

= aud in grade schools, forty-three (5 per cent). .? 3 

on 2 8 Dr. John H. Noble has moved from Graceville 

nile ‘Dr, Wesley W. Spink, professor of medicine at the to Amery, Wisconsin, where he is practicing in 
University of Minnesota, is spending July and Au- _ partnership with another physician. Dr. Noble was 
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BROWN & DAY, INC. 


St. Paul 1, Minnesota 








ACCIDENT + HOSPITAL : SICKNESS 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


INSURANCE 








COME FROM 60 10 
$5,000.00 accidental death................ $8.00 
$25.00 weekly indemnity, accident Quarterly 

and sickness 
$10,000.00 accidental death.............. $16.00 
$50.00 weekly indemnity, accident Quarterly 
and sickness 
$15,000.00 accidental death............ $24.00 
$75.00 weekly indemnity, accident Quarterly 
and sickness 
$20,000.00 accidental death............ $32.00 
$100.00 weekly er accident Quarterly 
and sickness 


Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS 
WIVES AND CHILDREN AT SMALL 
ADDITIONAL COST 





— 


~ 85c out of each $1.00 gross income used for 


members’ benefits 


$4,000,000.00 $17,000,000.00 


INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members. 


Disability need not be incurred in line of duty—benefits from 
t 
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he beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 


associated with the Oliver Clinic in Graceville for 
a year and one half. 
x * * 

Dr. Frederic T. Becker, Duluth, was elected a 
member of the American Dermatological Associa- 
tion at a recent meeting of the organization at Hot 
Springs, Virginia. Dr. Becker is on the staff of the 
Duluth Clinic. 

* * * 

Dr. Theodore R. Fritsche, New Ulm, has been 
elected to a three-year term as a member of the 
board of directors of the University of Minnesota 
Alumni Association. His election was announced 
at the annual business meeting of the association at 
the University of Minnesota on May 26. 

x * * 

On May 24 Dr. Donald L. Peterson announced 
the opening of his offices for the practice of medi- 
cine in Lake City. 

x * x 

Dr. John J. Bittner, director of the University of 
Minnesota’s division of cancer biology, has been 
named first winner of the Comfort Crookshank 
Award for Cancer Research, an honor presented 
through the Middlesex Hospital Medical School in 
London, England. 

x * * 

Dr. Ralph Rossen, state mental health commission- 
er, returned to the Hastings State Hospital as super- 
intendent on June 1. He is continuing, however, to 
function as commissioner of mental health and will 
spend part of his time at the Minneapolis office. 
His return to Hastings as superintendent is to open 
up the intensive treatment center there and to devel- 
op further the program of follow-up care, training 
of personnel and research. 

os.% 

Dr. Otto C. Phares, St. Cloud, was the principal 
speaker at a meeting of the Community Hospital 
staff at Princeton on May 21 Dr. W. F. McManus, 
Princeton, presided, 

* * x 

Dr. Thomas B. Magath, Rochester, has been 
named to the pathology section of a newly organized 
advisory committee for improved Federal medical 
care. The committee was established to help ob- 
tain economy and efficiency in the government’s 
system of hospital and medical care. Its aim is not 
to have “more government in medicine but better 
medicine in government.” 

x * * 


A new medical clinic in Wabasha, staffed by seven 
physicians, was formally opened at an open house 
on May 20. The one-story brick structure contains 
private offices for the staff members, a large lobby, 
consultation and examination rooms, business oflice 
and storage rooms. Members of the clinic staff are 
Dr. C. G. Ochsner, Dr. B. J. Bouquet, Dr. L. M. 
Ekstrand, and Dr. D. A. Martin, all of Wabasha; 
Dr. D. W. Ellis, Elgin; Dr. D. G: Mahle, Plain- 
view, and Dr. M. O. Bachuber, Alma, Wisconsin. 
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200 acres on the shores of beautiful Lake Chisago 


The methods of treatment used at the Hazelden Foundation are based on a true understanding of the 
problem of alcoholism. Among the founders of the nonprofit Hazelden Foundation are men who have re- 
covered from alcoholism through the proved program of Alcoholics Anonymous and who know the problems 
of the alcoholic. All inquiries will be kept confidential. 


HAZELDEN FOUNDATION 


Lake Chisago, Center City, Minn. 





WHERE 
ALCOHOLICS 
ACHIEVE 
INSPIRATION 
FOR 
RECOVERY 


Where gracious living, a 
homelike atmosphere and 
understanding compan- 
ionship contribute to suc- 
cessful rehabilitation. 


Telephone 83 











Dr. Joseph E. Murphy, Marshall, spoke on “New 
Drugs and Their Uses” at a meeting of the Lynd 
Farm Bureau in Lynd on May 17. 

x * * 

Dr. Moses Barron, Minneapolis, was honored by 
the Adath Jeshurun congregation at its sixty-seventh 
anniversary dinner in Minneapolis on May 16. He 
was presented with leather-bound testimonials prais- 
ing his contributions to the Zionist movement, to 
medicine and to the synagogue. 

x * x 

Dr. John R. Schmidt, Mountain Lake, attended a 
meeting of the American Leprosy Mission in New 
York during the middle of May. 

x * x 

During April and May Dr. and Mrs. E. H. Ry- 
nearson, Rochester, toured many of the European 
countries. Dr. Rynearson presented addresses be- 
fore several European medical groups, among them 
an address before the section on endocrinology of the 
Royal Society of Medicine in London. 

x * x 

Dr. R. A. Beise, Brainerd, was honored at a 
testimonial dinner sponsored by the Rotary Club of 
Brainerd on June 5, Principal speaker at the ban- 
quet was Dr. William A. Coventry, Duluth. 

\ graduate of Rush Medical School in 1901, Dr. 
Beise practiced at Fergus Falls until 1903. He then 
moved to Brainerd, where he has since remained. 
During 
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ig his many years of practice there, Dr. Beise 


has not only been active in state and local medical 
organizations but has also served the community by 
continuous participation in local government and 
civic affairs. 

At the honorary banquet for him, the Rotary Club 
presented Dr. Beise with a gift in recognition of his 
years of service to the club and to Brainerd. 


x * * 


Dr. Anthony Ourada, formerly of Waseca, has 
moved to Ceylon and has taken over the practice of 
Dr. J. M. Grogan. A graduate of the University of 
Minnesota Medical School, Dr. Ourada interned at 
St. Elizabeth’s Hospital, Youngstown, Ohio, and 
then served in the army for two years, most of the 
time in Germany with the army of occupation. He 
completed a surgical residency at Swedish Hospital, 
Minneapolis, before beginning practice at Waseca 
in July, 1950. 


x * * 


Guest of honor at a banquet on May 22 sponsored 
by the Hopkins Educational Association was Dr. 
Frank J. Kucera, Hopkins, who was retiring as a 
member of the school board. Guests at the banquet 
presented Dr. Kucera with a gift in recognition of 
his service. 

* * x 

After six months of ill health, Dr. Leonard A. 
Borowicz, Minneapolis, has reopened his practice, 
with offices at 1011 West Broadway. 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical technic, two 
weeks, starting July 23, August 6, August 20, 
September 10. 
Surgical Technic, Surgical Anatomy and Clinical Sur- 
ery, ey | weeks, starting August 6, September 10, 
cto 
Surgical cnn and Clinical Surgery, two weeks, 
starting July 23, August 20, September 24. 

Basic Principles ° ne Surgery, two weeks, start- 
ing September 10. 

Surgery of Colon and Rectum, one week, starting 
September 17, October 15. 

Esophageal Surgery, one week, starting October 15. 

Thoracic Surgery, one week, starting October 8. 

Gallbladder Surgery, ten hours, starting October 22. 

a and Thyroid Surgery, one week, starting Oc- 

to 

General Surgery. one week, starting October 1. 

Fractures and Traumatic Surgery, two weeks, start- 
ing October 8 

GYNECOLOGY—Intensive Course, two weeks, starting 
ing September 24, October 22. 

Vaginal Approach to Pelvic Surgery, one week, start- 
ing September 17, November 5. 

OBSTETRICS—Intensive Conse, two weeks, starting 
September 10, Novem 5. 

MEDICINE—Intensive ae Course, two weeks, 
starting October 1. 

Gastroenterology, two weeks, starting October 15. 

Electrocardiography and Heart Disease, two weeks, 
starting October 22. 

UROLOGY—Intensive course, two weeks, starting 
September 24. 


General, Intensive and Special Courses in All Branches of 
Medicine, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 427 South Honore Street, 
Chicago 12, Illinois 
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AT YOUR CONVENIENCE, 
DOCTOR 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





| Exclusive Prescription Pharmacy 





Pharmaceuticals Dressings 
Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 


Biologicals 
Surgical Instruments 
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Dr. W. W. Yaeger, Marshall, was re-elected to a 
three-year term as a state director of Minnesota's 
Blue Shield at the organization’s annual meeting in 
Rochester early in May. 

* * &* 

Dr. Francis J. Braceland, chief of the section on 
psychiatry in the Mayo Clinic, left Rochester about 
July 1 to become psychiatrist-in-chief at the In- 
stitute of Living, Hartford, Connecticut. The In- 
stitute of Living is the third oldest psychiatric hos- 
pital in the United States and one of the largest 
private institutions of its kind in the nation. 

A graduate of Jefferson Medical College in 1930, 
Dr. Braceland was certified by the American Board 
of Psychiatry and Neurology in 1938. He joined 
the Mayo Clinic staff in 1946 and became head of the 
section on psychiatry in 1947. Last year he was ap- 
pointed chairman of the governor’s advisory coun- 
cil on mental health in Minnesota. 

* * & 

Dr. Bertram S. Adams, Hibbing, was honored at 
a meeting of the Hibbing Chamber of Commerce on 
May 29. Range physicians and other friends gath- 
ered to pay tribute to Dr. Adams for his fifty years 
of service in Hibbing and throughout the Range. 
Among those who praised Dr. Adams’ contributions 
to medicine were Dr. L. W. Morsman, Hibbing, and 
Dr. A. W. Graham, Chisholm. A piece of luggage 
was presented to the guest of honor by Dr. T. A. 
Estrem, Hibbing, in behalf of the Chamber of Com- 
merce. 

* * * 

Dr. W. T. Greenfield, after fifteen years of prac- 
tice at Delano, has moved to Cokato. On June 1 
he reopened the Cokato Hospital under his owner- 
ship. Dr. Greenfield is a graduate of the University 
of Minnesota Medical School. 

* * & 

Dr. William H. Davis, chief-of-staffi of the Com- 
munity Health Center, T'wo Harbors, left on May 
15 for a trip to England, where he is taking a course 
at the Institute of Neurology, Queen Square Hos- 
pital, London. He is expected to return late in 
July and to resume his practice on August 16. 

* * * 

Dr. R. C. Hottinger, Janesville, has purchased a 
local office building and has remodeled the interior to 
form a suite of new offices for him. 

* * * 

Dr. Robert N. Barr, deputy executive officer of the 
Minnesota Department of Health, was the principal 
speaker at a meeting of the Sixty-Over Club, spon- 
sored by the Minneapolis Public Library on May 18. 
Dr. Barr spoke on “Health After Sixty.” 

* * * 

A total of 3,608 persons registered for the typhoid 

immunization clinic held on four consecutive week 


ends in Mankato in April and early May, was re- 


ported by Dr. A. G. Liedloff, district health officer. 
He said that the physicians of Mankato and North 
Mankato were entirely responsible for the clinic idea 
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YOUR IMPORTANT GUARANTEES 





— 
. 


Non-Cancellable. 


vp op 


ance Company. 


complete personal protection. 


Home Office—Boston, Massachusetts 


1910 Rand Tower, Minneapolis 2, Minnesota 








Guaranteed Renewable at Age 65. 

No Increase in Premium After Issue. 

No Riders or Restrictions Placed After Issue. 

. Non-Prorating for More Hazardous Occupations. 
6. Non-Aggregate—No Limit to Number o/ Claims. 


These are yours when you own a sickness and accident policy issued by the Loyal Protective Life Insur- 


In addition to a complete line of Non-Cancellable, Guaranteed Renewable, sickness and accident policies, 
we also write family hospitalization policies, and all forms of life insurance inctuding annuities to provide 


More than $37,600,000.00 Paid to Policyowners and Their Beneficiaries. 


Loyal Protective Life Insurance Company 


For more information call or write: 


CHESTER C. PETERSON, General Agent 


Established since 1895 


Phone: Li. 3348 








and that they had put in a total of ninety-six hours 
in the clinic. 

Of those who registered for the clinic, nearly 3,- 
500 persons completed the series of three injections. 
Vaccine was furnished by the Minnesota Department 
of Health, and numerous local organizations and 
companies contributed time, money or supplies to 
the project. 

* * * 

Among the speakers at a two-day course on 
juvenile deliquency problems, held at the University 
of Minnesota on May 15 and 16, were Dr, Reynold 
A. Jensen, associate professor of pediatrics and psy- 
chiatry, and Dr. H. S. Lippman, clinical professor 
of psychiatry and neurology. 

x * * 

Newspapermen of eight southern Minnesota coun- 
ties met with the trustees of the Mineral Springs 
Sanatorium on May 9 to meet Dr. Ezra V. Bridge, 
new sanatorium director, and to inspect the physical 
plant of the sanatorium. In a brief talk, Dr. Bridge 
asked the press to assist, through news stories and 
editorials, ‘in the sale of Christmas Seals, in the 
early detection of tuberculosis, and in getting donors 
for the Red Cross blood program. 

x * x 

Dr. Owen G. McDonald, Duluth, was the principal 
speaker at the afternoon session of a cancer educa- 
tion conference held in Backus on May 26. The 
title of his talk was “Modern Methods of Diagnosis 
and Treatment.” 
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Dr. and Mrs. Hans Johnson, Kerkhoven, returned 
home on May 7 after having spent the winter at St. 
Petersburg, Florida. 

eS * * 

Dr. O. C. Braun, Grand Rapids, spoke on cardiac 
diseases at a meeting of the nurses staff at the Itas- 
ca Memoria! Hospital on May 22. 

* * & 

Dr. John F. Arnesen, who recently completed more 
than three years of graduate work in medicine at 
the Mayo Foundation, Rochester, announced on May 
17 the opening of offices for the practice of medicine 
in Owatonna. -His practice will be limited to in- 
ternal medicine. 

A graduate of the University of Minnesota Medical 
School, Dr. Arnesen served in the armed services for 
three years during World War II. In addition to 
his private practice in Owatonna, Dr. Arnesen will 
act as a consultant in internal medicine at the Min- 
nesota State School and Colony at Faribault. 

* * * 

Newspaper editors of the Red River Valley were 
guests of the Red River Valley Medical Society at 
a meeting in Thief River Falls on May 22. Public 
and mental health problems were discussed, as well 
as legislative matters and means of improving co- 
operative relations between the press and physicians. 
Among those in attendance was Dr. J. F. Norman, 
Crookston, president of the Minnesota State Medical 
Association. 
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Dr. F. J. Vollmer, of the Winona Clinic, attended 
a course in surgery of the eye at the Chicago Eye, 
Ear, Nose and Throat College in Chicago during the 
second week of May. 

* * * 

Dr. J. S. Lundy, Rochester, has been named by the 
Olmsted County board of commissioners to replace 
A. J. Lobb on the county hospital board. 

* * * 

Dr. C. F. Brigham, Jr., St. Cloud, was one of the 
speakers at a workshop on “Nursing Aspects of 
Atomic Warfare” held at the St. Cloud Hospital on 
May 21, 22 and 23. 

* * * 

Dr. F. H., Walter, International Falls, was the 
principal speaker at a cancer educational program 
conducted at Loman on April 24. 

* * * 

Dr. B. F. Van Valkenburg, retired Long Prairie 
physician, celebrated his eighty-seventh birthday on 
April 30. He first began practice at Long Prairie 
in 1894 and continued in active practice for fifty 
years. 

*x* * * 

Dr. A. F. Johnson, formerly of Sanborn, has moved 
to Isle and opened offices for the practice of medicine. 
* * 

Dr. E, J. Huenekens, Minneapolis, was honored 
on June 4 at a special tea by the Community Health 
Service—the group he helped begin nearly forty 
years ago. 

The Community Health Service actually was 
formed in 1934 when two other organizations. the 
Visiting Nurse Association and the Infant Welfare 
Society, were combined. Dr. Huenekens was a guid- 
ing influence in the Infant Welfare Society from the 
days when the first baby clinics were started by the 
society. 

Today the Community Health Service has sixteen 
child care clinics in the Minneapolis area, and its 
visiting nurses provide bedside care to the sick. 
Much of its work is done in co-operation with the 
city health department. 

* * x 


Dr. Joseph M. Ryan, Saint Paul, was recently 
elected a fellow of the American College of Chest 
Physicians. 





Members of the McLeod County Medical Society 
entertained editors and legislators of McLeod County 
and neighboring counties at a meeting in Hutchinson 
on May 17. The meeting was held primarily to 
discuss problems confronting the medical profession 
and others in the campaign against government 
control of medicine. Also discussed was the idea of 
setting up a grievance committee for the public. 

x * x 

The motion picture, “Breast Self-Examination,” 
was shown at a meeting for women in Minnesota 
City on June 11. Dr. Roger Hartwich, Winona, 
discussed the subject and conducted a question-and- 
answer session following the presentation of the film. 

* * * 

Dr. Robert R. Kierland, Rochester, has been elected 
to the executive committee of the United States 
Figure Skating Association. Dr. Kierland has been 
actively interested in the sport for several years and 
has done much to popularize it in Rochester. 

* * * 

Dr. Walter C. Alvarez, emeritus member of the 
Mayo Clinic, now practicing in ‘Chicago, was 
presented with the Julius Friedenwald medal at the 
annual meeting of the American Gastroenterological 
Association in Atlantic City on June 9. The award 
was for distinguished scientific achievement in 


sastroenterology. 
gastro g) are 


Among those in attendance at the annual meeting 
of the American Heart Association in Atlantic City 
early in June was Dr. B. J. Cronwell of Austin. 

x * * 

Principal speaker at a joint meeting of the St. 
Louis County Medical Society and Range Medical 
Society at Lake Eshquagama on June 14 was Dr. 
Harry B. Hall, clinical assistant professor of ortho- 
pedic surgery at the University of Minnesota. Dr. 
Hall discussed fracture management and rehabilita- 
tion of certain fractures. 

* * * 

Announcement of the opening of a modern, new 
clinic building and the association of Dr, J. Arnold 
Malmstrom with Dr. Harry B. Ewens in the opera- 
tion and management of the Ewens-Malmstrom 
Clinic in Virginia was made on June 16. Personnel 
of the clinic is expected to be increased as soon as 
qualified professional men can be obtained. 








REST HOSPITAL 


2527 Second Avenue South, Minneapolis 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- 
able. 


PSYCHIATRISTS IN CHARGE 


Dr. Hewitt B. Hannah 
Dr. Andrew J. Leemhuis. 
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225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 








North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211 











HOSPITAL NEWS 

Reconstruction of the top floor of Miller Hospital, 
Saint Paul, into a psychiatric ward was announced 
on May 29. The cost of the project is expected to 
be $450,000. The new unit will have a capacity of 
about fifty-five beds when finished. The project is 
part of a $2,000,000 improvement program at the hos- 
pital. <a 

Cornerstone-laying ceremonies for the sixty-two- 
bed Meeker County Memorial Hospital were held in 
Litchfield on June 22. Total cost of the hospital, 
when completed, is expected to be $870,000. 

x * * 

It was announced on May 25 that Dr. G, I. Dahl 
of Mankato had been named honorary chairman of 
Immanuel Hospital’s $350,000 building campaign. 
As chairman, he will head an organization of more 
than 600 volunteer workers in a drive to raise funds 
to double the hospital’s capacity. 

* * x 

The results of the staff election at Community 
Hospital, Princeton, late in April are as follows: 
Dr. W. F. McManus, president, and Dr. D. J. San- 
derson, vice president, both of Princeton, and Dr. 
Norman Metcalf, Onamia, secretary. 

x * x 

Officers of the new Worthington Municipal Hos- 
pital were announced on May 4, as follows: Dr. P. 
W. Harrison, president; Dr. E. A. Kilbride, vice 
president, and Dr. O. M. Heiberg, secretary, all of 
Worthington, 


Jury, 1951 


BLUE CROSS-BLUE SHIELD NEWS 

A recent analysis of claims paid by Minnesota Blue 
Shield shows that over a period of sixteen months, over 
2,800 claims have been received which were for services 
performed six or more months earlier. Of these, 350 
involved services performed more than one year before 
the claim was filed. When this matter was presented 
to the Executive Committee of Minnesota Medical 
Service, Inc., it was decided that some action should be 
taken to reduce such claims. As the contract is now 


- written, the responsibility for initiating a Blue Shield 


claim lies with the subscriber. The contract states, “At 
the time medical, surgical, obstetrical or related services 
are requested the participant subscriber shall inform the 
attending doctor of medicine that he is a participant 
subscriber in Minnesota Medical Service, Inc. Failure 
of the participant subscriber to notify the doctor of 
medicine of his participation within thirty days after 
the date services are initiated shall release the Corpora- 
tion from any and all obligations under the contract 
as applied to such services.” 

These old claims represent a definite hazard to the 
organization and the co-operation of all physicians is 
needed in minimizing this hazard. This hazard can 
most simply be reduced by presenting claims promptly. 
However, it is realized that in some instances the sub- 
scriber fails to advise the doctor of eligibility for Blue 
Shield benefits. To enable the claims department to 
dispose of any such cases fairly, information is being 
requested from the physician on any claims presented 
six months or more after service. Needed information 
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consists of the date on which the patient or subscriber 
first advised the doctor of his Blue Shield coverage. 
Other Blue Shield plans disclaim any liability for claims 
over six months old; others reduce the allowance on a 
graduated basis depending on the age of the claim; for 
example, a 10 per cent reduction on three months’ old 
cases, or 50 per cent on six months’ old cases, is imposed 
in the contract. A more definite limitation may be 
necessary if experience so indicates. Such limitation 
would be incorporated in the contract. 

A number of claims have been received in which the 
accident, injury, or illness was paid by a third party 
responsible. The intent of Blue Shield is to see that 
people have accident, injury, or illness medical or 
surgical care paid so that they will not have to worry 
about the costs of medical care. For this reason when 
Workmen’s Compensation provides coverage or when 
care can be received in some tax supported institution 
in which it is apparent that no costs will accrue to the 
people, Blue Shield provides no coverage. When 
accident insurance is carried by the third person respon- 
sible for the injury, should Blue Shield benefits provide 
double medical care coverage? 

Blue Shield payments for April business covered 7,275 
cases in the total amount of $267,914. Rejected claims 
totaled 943, and of these 240 were for patients who 
held no Blue Shield contract. The  subscriber’s 
identification card indicates whether or not the patient 
is covered by Blue Shield and it would save both time 
and money to determine whether or not the patient is 
covered by Blue Shield before presenting a claim. The 
other leading reasons for disallowance include claims 
for treatment of previously known conditions during the 
first ten months of the contract, benefits for consultation 
or dual service, and the treatment of medical conditions 
outside of the hospital. The education of the public 
to the types of service covered by Blue Shield is a 
time consuming project and personal contact with the 
subscribers is limited. The physician’s office could 
provide invaluable liaison in educating the patients about 


the benefits to which their Blue Shield contract entitles . 


them and also about the types of service which are not 
compensable. 

During April, Blue Cross provided 80,605.7 days of 
hospital care for 14,576 subscribers. The cost for 
hospital care during April amounted to $1,007,202. 


During the first four months of this year, 55,596 
hospital claims providing 314,691.6 days of hospital care 
have been incurred, compared with 51,398 claims 
providing 294,613.9 days of hospital care during the 
same period of the previous year. 

During the first four months of 1948, 368 persons 
out of thousand contracts in effect received hospital 
care; during 1949, 413; during 1950, 420; and during 
the first four months of 1951, 440 persons out of a 
thousand contracts received hospital care—an increase of 
72 per one thousand contracts since 1948, or an increase 
of over 17 per cent. 


An increase in incidence of over 17 per cent for the 
same number of contracts in effect appears without 
question to be abnormal. 


Blue Cross was organized to provide necessary hospital 
care. To keep the rates for subscribers within reason, 
doctors and hospitals are requested to help prevent 
abuse of the Plan. 





IS ‘THERE A DOCTOR SHORTAGE? 
(Continued from Page 686) 


tuition. The student agrees to return to Wyo- 
ming to practice. 

Surely, there seems to be little cause for alarm 
over the present number of physicians in the 
country. Certainly, the moderate expansion of 
the present medical schools and the contemplated 
new schools with the development of methods for 
providing for practitioners in rural districts 
should be sufficient to meet the present situation. 
The medical schools have certain objections to 
resuming the accelerated undergraduate medical 
school curriculum. Medical education today is 
a long and strenuous course. It should have sub- 
stantial vacation periods interspersed along the 
way. 











THE VOCATIONAL HOSPITAL 
TRAINS PRACTICAL NURSES 


Nine months Residence course, Registered Nurses and 
Dietitian as Teachers and Supervisors. Certificate from 
Miller Vocational High School. VOCATIONAL NURSES 
always in demand. 


EXCELLENT CARE TO CONVALESCENT AND 


Rates Reasonable. Patients under the care of their own physicians, 
who direct the treatment. 


5511 Lyndale Ave. So. 


CHRONIC PATIENTS 


LO. 0773 Minneapolis, Minn. 
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OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Nervous 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesota 











The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 














BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 
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CHEST X-RAY DIAGNOSIS. Max Ritvo, M.D., As- 
sistant Professor of Radiology, Harvard Medical 
School; Instructor in Radiology, Tufts Medical 
School; Roentgenologist-in-Chief and Director, De- 
partment of Radiology, Boston City Hospital; As- 
sociate Radiologist, Beth Israel Hospital, Boston; 
Radiologist, Jewish Memorial Hospital, Jewish Tu- 
berculosis Sanitarium of New England, Revere Memo- 
rial Hospital and Hudson Hospital. 558 pages. Illus. 
Price $15.00, cloth. Philadelphia: Lea & Febiger, 1951. 


CLINICAL- UNIPOLAR ELECTROCARDIOGRA- 
PHY. Bernard S. Lipman, A.B., M.D., Assistant 
Professor in Medicine, Emory University School of 
Medicine, Atlanta, Georgia; and Edward Massie, A.B., 
M.D., F.A.C.P. Assistant Professor of Clinical Medi- 
cine, Washington University School of Medicine; 
Director of Heart Station, Barnes Hospital, St. Louis; 
Director, Cardiovascular Clinic, Washington Univer- 
sity Clinics. 232 pages. Illus. Price $5.00, cloth. 
Chicago: Year Book Publishers, 1951. 


PRIMER OF ALLERGY: A GUIDEBOOK FOR 
THOSE WHO MUST FIND THEIR WAY 
THROUGH THE MAZES OF THIS STRANGE 
AN}) TANTALIZING STATE. By Warren T. 
Vaughan, M.S., M.D., Richmond, Va. With illustra- 


Jury, 1951 


tions by John P. Tillery. 3d ed. rev. by J. Harvey 
Black, M.D., Dallas, Texas. 175 pp. Price $3.50. 
St. Louis: C. V. Mosby Co., 1950. 


This excellent book, revised by Harvey Black, is in- 
tended primarily as a companion piece to “Practice of 
Allergy” by the same authors. Actually, like many 
“Primers,” it is a splendid introduction to the field of 
allergy for physicians and perhaps a little too “heavy” 
for most patients. Fortunately, it is presented in suffi- 
cient detail to more than satisfy the most conscientious 
and often most desperate allergy patient. There are 
detailed instructions, both general and specific, under 
headings such as “General Directions to a Patient with 
Allergic Eczema,” “Directions for Avoiding and Re- 
moving House Dust,” and so on. 

Lists of foods, such as “Foods which Contain Wheat,” 
“Foods which May Be Used to Supplement a Badly 
Restricted Diet,” are also provided. The manual is 
well indexed and easily read. It will serve as a handy 
guide for the physician and a handbook for his more 
intelligent and more exacting patients. 


Rosert J. BrorcHner, M.D. 


SPEECH HABILITATION IN CEREBRAL PALSY. 
By Marion T. Cass. Speech science instructor, Co- 
lumbia University. New York: Columbia University 
Press, 1951. x + 212 pages. Price $3.00. 

It is estimated that seven out of every 1,000 children 
under seventeen years of age suffer from cerebral palsy; 
there are about 150,000 children in the United States who 
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have this severe handicap. Seventy-five per cent of these 
children can learn how to lead a useful, relatively happy 
life. 

Dr. Marion T. Cass has made a special study of ef- 
fective ways to help these children physically, mentally, 
and emotionally. Her book Speech Habilitation in Cere- 
bral Palsy is an indispensable guide for all who are in- 
terested in providing an educational opportunity for 
those who have cerebral palsy. 

The book gives a picture of the methods of rehabili- 
tation with special emphasis on the habilitation of speech. 
The author begins with a description of cerebral palsy 
and an explanation of its causes and effects. She also 
provides a co-ordinated sequence of exercises designed to 
improve the muscles that are basic to the speech process. 

In the final section, Dr. Cass presents a comprehensive 
philosophy of education for these handicapped children. 
It has been necessary for Dr. Cass to go into many allied 
fields of cerebral palsy in order to determine the proper 
approach to the speech problem in these children. 

Dr. Cass is a cerebral palsy therapist in metropolitan 
New York and speech science instructor at Columbia 
University College of Physicians and Surgeons. She 
is associated with Dr. Winthrop Morgan Phelps in pri- 
vate practice. Her extensive study of cerebral palsy 
covers more than twenty years and includes teaching at 
Canada’s University of Alberta, the University of Den- 
ver, and Hunter College, N. Y. She has served as 
speech supervisor at Glen Cove, N. Y., and as state 
supervisor of handicapped children in Illinois. 


SKILL AND CARE! 


Combine with quality materials in 
all Buchstein-Medcalf orthopedic ap- 
pliances. Our workmanship and 
scientific design conform to the most 
exacting professional specifications. 
Accepted and appreciated by physi- 
cians and their patients for more 
than 45 years. 
ARS EICIAL LIMBS, Teueees. 


HOPEDIC APPLIAN 
SUPPORTERS, ELASTIC HOSIERY 








Prompt, painstaking service 


Buchstein-Medcalf Co. 


223 So. 6th S Minneapolis 2, Minn. 











BOOK REVIEWS ' 


ADVANCES IN INTERNAL MEDICINE—William 
Dock, M.D. and I. Snapper, M.D., editors. Tinsley R. 
Harrison, M.D., Chester S. Keefer, M.D., Warfield I. 
Longcope, M.D., and J. Murray Steele, M.D., associate 
editors. 549 pages. Price $10.00. Volume IV. Chi- 
cago: Year Book Publishers, Inc., 1950. 

This book is a composite of several articles on internal 
medicine written by many contributors. Each article 
handles a particular subject and includes the latest ad- 
vances in that subject. Each is written by a contributor 
who is particularly interested in that field. 


1. “Nitrogen Mustards in the Treatment of Neoplastic 
Disease” by David A. Karnofsky.—The article covers 
the history, chemistry, physiology, and pathological ef- 
fects of nitrogen mustards on living tissues. It explains 
the use of nitrogen mustard, particularly HN, in the 
treatment of Hodgkin’s disease, lymphosarcomas, mycosis 
fungoides, leukemias, polycythemia vera, primary lung 
carcinoma, and other neoplastic diseases. The author also 
explains its use in comparison with x-ray therapy in the 
above diseases. 

2. “Use of Radioactive Isotopes in Medicine” by Louis 
Robert Wasserman and Robert Loevinger.—This article 
deals with the use of radioactive isotopes in the study, 
diagnosis, and therapy of diseases. It discussed the na- 
ture of these isotopes and the use of the Geiger-Muller 
counter. The use of these radioactive isotopes in inter- 
mediary metabolism, pharmocology, and toxicology is 
explained. The isotopes of radium, phosphorus, and 
iodine are dealt more at length with because of their more 
extensive uses in practical medicine. 

3. “Brucellosis” by Abraham I. 
W. Spink.—This article brings out the 
losis has steadily increased the past several years and all 
three strains of the organism can be found in human 
infection. 
and newer treatments are reviewed. The treatment of 
brucellosis with combined sulfadiazine and streptomycin 
and with the newer antibiotics aureomycin and _ chilor- 


Braude and Wesley 
fact that brucel- 


Pathology, epidemiology, diagnostic methods, 


amphicol is discussed. 

4. “Advances in the Neuromuscular Disorders” by 
Donald McEachern and Reuben Rabinovitch.—The article 
defines neuromuscular disorders as those affecting the 
lower motor neuron, nerve fiber, myoneural junction and 
muscle fiber. 
tures with possible mechanisms involved. 


It reviews the diseases affecting these struc- 
Methods of 
treating these disorders rationally are discussed using the 








PHONES: 
ATLANTIC 3317 
ATLANTIC 3318 





DANIELSON MEDICAL ARTS PHARMACY, 


10-14 Arcade, Medica! Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
MINNEAPOLIS 


INC. 


HOURS: 


SUN. AND HOL.—10TO1 














PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST., 


INSTRUMENTS - TRUSSES 


MINNEAPOLIS, 
EQUIPMENT 


MINN 


PHARMACEUTICALS - DRUGS 


MAIN 2494 
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BOOK REVIEWS 


physiology, pathology, and biochemistry involved as the 
basis for such treatment. 


5. “Use of Sodium Depletion in Therapy” by William 
Dock.—This article explains the rationale of a low salt 
diet in hypertensives and especially Kempner’s diet of 
rice and fruit. It stresses the techniques of sodium de- 
pletion as being (1) a low sodium diet and (2) the use 
of mercurial diuretics. The cation resins are discussed. 
Sodium depletion is most effective in hypertension espe- 
cially in patients with heart failure, or in patients with 
moderate kidney 
secondary. 


degrees of damage, primary or 

6. “Clinical Use of Anticoagulants” by J. Earle Estes 
and Edgar V. Allen.—This article discusses the relative 
merits of heparin and dicumarol in anticoagulent therapy. 
It reviews their uses in thrombophlebitis, pulmonary em- 
bolism, myocardial infarction, acute and chronic periph- 
eral arterial occlusions, cerebral thrombosis, throm- 
bosis of the retinal vein, and other conditions. Their use 
pre- and post-operatively is also discussed. 

7. “Hepatitis and Cirrhosis of the Liver” by Arthur J. 
Patek, Jr.—The article reviews viral hepatitis as to 
etiology, pathogenesis, pathology, clinical picture, and 
treatment. The possible occurrence of chronic hepatites 
is brought out. The role of rest and diet in the treat- 
ment is re-emphasized. Laennec cirrhosis is reviewed as 
to its possible etiology throughout the world and _ pos- 
sible clinical courses. 

8 “Hepatic Tests” by Hans Popper and Fenton 
Schafiner.—This article gives an extensive review of the 
liver function tests and the uses of these tests in differ- 
entiating hemolytic, hepatotoxic, and biliary types of 
jaundice. The rationale of each test is discussed in rela- 
tion to the type of metabolism it disturbs in the liver. 
The use of these tests in differentiating between medical 
and surgical jaundice is stressed. 

9. “The Vascular Physiology of Hypertension” by 
G. W. Pickering. —This article reviews the physiology of 
hypertension especially the increased peripheral resistance 
due to the constriction of the smaller arteries, and ar- 
terioles in various parts of the body. The role of heredity 
and various mechanisms responsible for this, such as 
Humeral in- 
cluded adrenalin, posterior pituitary substances, adrenal 
cortical substances, and particularly renin. Neurogenic 
mechanisms referred to the vaso motor nerves and their 
influences by the carotid sinus reflex, aortic reflexes, and 
possible psychogenic influences. The etiology of essential 
hypertension is discussed. 


humeral and neurogenic, are discussed. 


The hook is well written and does give clear, concise, 
extensive reviews in the latest advances made in the nine 
subjects discussed and is recommended to all those who 
are interested in these subjects. 


James Bettomo, M.D. 


HANDBOOK OF PEDIATRIC MEDICAL EMER- 
GEN( [ES.—Adolph G. DeSanctis, M.D., Professor of 
Pediatrics and Chairman of the Department of Pedia- 
trics, Post-Graduate Medical School, New York Uni- 
versity-Bellevue Medical Center; Director of Pedia- 
trics, University Hospital, New York University-Belle- 
vue Medical Center; Director of Pediatrics, Gouverneur 
Hospital, New York City; and Charles Varga, M.D., 


Jury, 1951 


Important News! 





GLENWOOD INGLEWOOD NOW HAS 


FLUORIDE 


SPRING WATER 
Helps Prevent Tooth Decay 


Other Glenwood-Inglewood Waters: 
Glenwood-Inglewood Natural Spring Water 
Glenwood-Inglewood Distilled Spring Water 
Glenwood-Inglewood Certified Soft Spring Water 


Glenwood-Inglewood Company 


Glenwood Ave. at Thomas 
Minneapolis 5, Minn. Telephone Geneva 4351 





Instructor in Pediatrics, Post-Graduate Medical School, 
New York University-Bellevue Medical Center; As- 
sistant Attending Pediatrician, University Hospital, 
New York University-Bellevue Medical Center; As- 
sistant Visiting Pediatrician, Gouverneur Hospital, New 
York City. 284 pages. Illus. Price $5.00. St. Louis: 
C. V. Mosby Co., 1951. 

This handbook of pediatric medical emergencies ad- 
mirably sets forth in concise outline form the methods 
of treating emergencies encountered by the practitioner 
in dealing with children, It consists of ten chapters, the 
first five of which deal with emergencies of the major 
organ systems, e.g., cardiovascular, gastrointestinal, 
genito-urinary, neurological, and respiratory systems. The 
remaining five chapters deal with drowning, poisoning, 
care of the premature infant, miscellaneous emergencies, 
and a final chapter on pediatric procedures. An addenda 
and index are also included. 

The directions given and mode of treatment are con- 
servative, sound, and based on well-founded pediatric 
principles. The book is up to date, including the use of 
the newer drugs, such as aureomycin, chloromycetin and 
terramycin to treat acute indections as the meningitides ; 
furmethide in the treating of urinary retention in polio; 
and BAL in the treatment of arsenic poisoning, to men- 
tion only a few. 

The book is small and can easily be carried around in 
the average doctor’s bag. Those physicians who treat 
children will find it a mighty handy book to have for 
reference in treating pediatric emergencies. 


G; £.F. 
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Classified Advertising 








Replies to advertisements with key numbers should be 
mailed in care of MINNESOTA MEDICINE, 2642 University 
Avenue, Saint Paul 4, Minn, 


PHYSICIAN WANTED—Draft-created vacancy for 
M.D. in modern, fully equipped clinic in small north- 
ern Minnesota town.’ Write Joe Dufault, Secretary, 
Oklee Community Hospital Association, Oklee, Min- 
nesota. 





PHYSICIAN WANTED—Locum tenens for months of 
June, July and August. If everything is satisfactory, 
a permanent arrangement could be made. Minnesota 
license required. Address E-251, care MINNESOTA 
MEDICINE. 





IMMEDIATE, very attractive and remunerative oppor- 
tunity for surgical assistant and/or O.B. Temporary 
or permanent. Address E-250, care MINNESOTA MEDI- 
CINE. 





WANTED—Doctor for thriving resort area. Good 
farming community. Have new modern Clinic Build- 
ing. o competition. Good paying area. Reasonable 
rent. Address E-240, care MINNESOTA MEDICINE. 





WANTED—Ped Cross mobile unit physician, male or 
female. Forty-hour week. Semi-retired physician 
would find this work agreeable. Saint Paul Regional 
Blood Center, Garfield 4981. 


SURGEON WANTED —To join small group. Salary 
to start, and partnership later. Address E-266, care 
MINNESOTA MEDICINE. 


WANTED—Young general practitioner as assistant or 
to buy large practice. Near Twin Cities. Address 
E-261, care MINNESOTA MEDICINE. 


WANTED—Doctor to -become associated with a phy- 
sician and surgeon in Minneapolis. Opportunity lead- 
ing to partnership. Equipped to do good clinical diag- 
nostic work. ECG machine. X-ray, metabolism and 
clinical laboratory. Will consider a refugee who speaks 
reasonably good English. Opportunity will be given 
to take refresher courses at the University. State 
school, internship and military status. Address E-263, 
care MINNESOTA MEDICINE. 





IMMEDIATE—to assume lease, general practice; 
prosperous community of 1,600. Office fully equipped 
—equipment optional. Nothing to sell. See or address 
Mr. Charles Traxler, First National Bank, Le Center, 
Minnesota. 


POSITION WANTED—Experienced clinic manager 
desires position. Well-qualified, available immediately. 
Address E-265, care MINNESOTA MEDICINE. 








FOR RENT—Attractive doctor’s suite in south Minne- 
apolis. Wonderful location for a practice to be built 
up, or as an outlying office for a downtown doctor. 
Write Wm. L. Cochrane, 7301 Fremont Avenue South, 
Minneapolis 19, Minnesota. 
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FOR SALE—Active practice in a territory of 3,000, 
Office equipped with 100-Ma. x-ray. Clinic on first 
floor, living quarters on second floor. Building and 
x-ray for sale, other equipment optional. Desire to 
dispose of practice by September 1, 1951. Write C. 1, 
Roholt, M.D., Waverly, Minnesota. 





FOR SALE—Complete modern Westinghouse x-ra\ 
equipment, basal metabolism machine, other electrical 
equipment, instruments, examining table, furniture, et 
cetera. Will sell at a sacrifice for quick disposal. 
Retiring. Address Charles P. Robbins, M.D., 67 W. 
Sixth Street, Winona, Minnesota. 


FOR SALE Complete four-room office equipment for 
general practice of Medicine and Surgery. Office up 
to date in every way. Everything like new. Nothing 
reserved; retiring. Wonderful location for young 
man. Address E-260, care MINNESOTA MEDICINE. 


FOR SALE—Surgical instruments and operating room 
equipment at less than 40 per cent of original cost. 


Excellent for small town hospital. F. L. Kling, 
M.D., Milaca, Minnesota. 
FOR SALE—Complete National cautery set, Admiral 


50 milliampere x-ray machine and Bucky- 
table. Reason for selling: specializing. 
Address E-262, care MINNESOTA MEDI- 


diathermy, 
diaphragm 
Low price. 
CINE. 


FOR SALE because of death, a general practice, office 
and equipment, in a large rural community; no other 
doctor; population of village 450; hospital KJ 
at thirteen and twenty-eight miles. Address Mrs. J. 
Laughlin, Grey Eagle, Minnesota. 


FOR SALE—Well established general practice im 
southern Minnesota. Will sell residence if desired. 
Gross is about $30,000 annually. Reasonable. 
Specializing. Write E-264, care MINNESOTA MEDICINE. 





Locations, Positions and Locum 
Tenens 
Nation -wide coverage 
Four offices to serve you 


MEDICAL PLACEMENT REGISTRY 


716 Medical Arts Bldg. 480 Lowry Medical Arts Bldg. 


Minneapolis Saint Paul 
629 Washington Ave. S.E. llth Floor, Kahler Hotel 
Minneapolis Rochester 














MINNESOTA MEDICINE 
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